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Now that ten years’ experience of the Health Service is 
available, there is considerable agreement that it is 
opportune to review the conditions, to discover where 
it has succeeded in attaining its objects, and what are 
its advantages and its deficiencies or defects. 

From the point of view of the “ consumer ”—that is, 
every inhabitant of the country, whether Britisher or 
visitor—it has been an enormous benefit and success. 
In no other country, whether Welfare State or not, is it 
possible to have, on requirement, all the professional ser- 
vices that may be needed for the treatment of all kinds 
of illness or accident without fee or charge; con- 
sequently without any hesitation to call for help on 
account of the possible cost. Any Britisher who has had 
the misfortune to be taken ill while abroad, or on holi- 
day in most countries overseas, will have discovered how 
costly medical care has become in these progressive days, 
with all their modern discoveries and developments. 
Accordingly, for the patients the Service has been a 
boon, and the knowledge that it is there and available 
has been a great comfort even at the time when you have 


no need for it yourself. The absence of any financial 
barrier between doctor and patient must make the 
doctor-patient relationship easier and more satisfactory. 

So far this is all to the good, and it is desirable that the 
scheme should be looked at critically in its working 
arrangements to discover where and why it is not func- 
tioning as well as it might. 

As to the form of a National Health Service, it has 
to be remembered that in this country since 1911 a ser- 
vice, the N.H.I., had been in operation for general prac- 
tice, and that on many occasions the Conference of 
Local Medical and Panel Committees and the Repre- 
sentative Body had asked for its scope to be extended to 
include the dependants of the workers. The funda- 
mental principle of the Service was the insurance of the 
patient for the service of his doctor by the payment of 
an annual premium, the doctor averaging the risks (as 
in all insurance) over the number insured. Medical 
services in many countries have always been on a fee- 
per-service basis, or provided for the less well-to-do by 
salaried medical officers. 
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With this background we come to the time, about 
1942, when the public and Parliament (all parties) were 
feeling that no one, however poor, should want for 
medical care on account of the cost. 


The B.M.A.’s Proposals 


The problem was offered to Sir William Beveridge as 
part of Social Security. He produced a report recommend- 
ing a complete medical service for all, as well as the other 
“welfare” benefits. The B.M.A. had these problems well 
in mind, and in 1928 had produced proposals for “A 
General Medical Service for the Nation.” These proposals 
were revised and published in 1938, and did recommend a 
two-way extension of benefits for some 90°, of the popula- 
tion. Following from this, and in line with public thinking, 
the B.M.A. set up a planning commission which issued an 
interim report in 1942. This dealt with hospital as well 
as G.P. services, and doubtless had some influence on the 
findings of the Beveridge Report. The far-reaching pro- 
posals of this report were matters of great concern to the 
B.M.A., and it was only after long debate that, at a 
Special Representative Meeting in April, 1943, the following 
resolutions were passed : 

“That the Government's invitation to enter into discussions 
without commitment be accepted, 

“ That a committee representative of the profession as a whole 
should, in response to the Government's invitation, now enter into 
discussions with representatives of the Minister of Health on 
*a scheme for comprehensive health and rehabilitation services, 
for the prevention and cure of disease and restoration of capacity 
for work, available to all members of the community * (Assump- 
tion B of the Beveridge report), in the light of the following 
undertakings now given: 

(a) That, at the conclusion of the discussions and at the 
appropriate time or times during the discussions, but in any 
case before negotiations open and before any proposals are 
submitted by the Government to Parliament, the full machinery 
of the Association, including the Council, and its Committees, 
Groups, Panel Committees, Divisions, and the Representative 
Body, will be used to consider the Government's proposals 
and to decide the Association's view thereon. 

“(b) That every practicable step will be taken to give all 
members of the profession, whether members or non-members 
of the Association, an opportunity to express their views and 
in particular that every practicable step will be taken to give 
to members of the profession on service an opportunity of ex- 
pressing their views, to assess those views, and to present them 
to the meeting or meetings of the Representative Body called 
to consider any proposals by the Government.” 


With this authorization by the Representative Body, the 
Council started talks with the then Minister of Health, Mr. 
Ernest Brown (Liberal National), who produced the 
Department's ideas of a whole-time salaried general prac- 
tice service, with doctors to be appointed by the Ministry 
to areas and blocks of patients without any option to 
either doctor or patient. The reaction of the B.M.A. 
representatives was so sudden and complete that Mr. 
Brown withdrew the scheme, and talks began. 

This experience, however, showed the ideas of the 
Department. From this point, over the next four years, 
prolonged discussions continued, and gradually one after 
another essential conditions were established; the right 
of any doctor to take part in the Service if he wished, the 
right to practise where he liked, the right of doctor and 
patient to choose one another, the right of the doctor not 
to be dismissed the Service except after a Tribunal decision, 
nor his name removed from the Executive Council list. 


The Government’s Views 


In 1944 Mr. H. U. Willink (Conservative) produced a 
White Paper which proposed, among other unsuitable 
points, to put the hospitals in the control of the local 
health authorities, whose health committees would be 
appointing the whole-time consultant staff. And so these 
discussions continued. 
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It was argued that when the Government was providing 
the greater part of a doctor’s income it was not reasonable 
that he should be able to buy or sell the practice, and that 
the transference of “ blocks” of patients from one doctor 
to another was undesirable. In the end the Government 
agreed to buy the goodwill, and pay compensation, ulti- 
mately fixed at £66 million, It is interesting to note that 
the transfer of blocks of patients is no longer improper now 
that it is done by the Service. 

The Social Security idea that everyone must be 
provided for in the Service was opposed by the B.M.A., 
and it was only after much consideration at a Special 
Representative Meeting in May, 1945, that the 100°, con- 
dition was accepted and the following resolution passed: 

“That the Association, regarding the 100% issue as one for 
Parliament to decide, is willing to negotiate terms and conditions 
for such a 100% service, if such be decided upon, provided that 
ample safeguards are introduced to ensure that any member of the 
community, whatever his income, should be enabled to obtain his 
medical Service, in part or in whole, privately, as for example by 
grant-in-aid provisions.” 


In 1945 a General Election had produced a Socialist 
Government with now a Labour Minister of Health (Mr. 
Aneurin Bevan), Negotiations had to be started all over 
again with a new Government known to be in favour of 
a whole-time salaried service. It was only after difficult 
negotiations and several Special Representative Meetings 
that the Minister agreed to provide that a whole-time 
salaried service could not be established by regulations but 
only by Act of Parliament, and he discarded the £300 a 
year basic salary proposal. 

And so in July, 1948, the National Health Service Act, 
more or less as we know it to-day, came into force; a 
scheme much more liberal and to our liking than the 
proposals of Mr. Ernest Brown or Mr. Willink. 


The Spens Committees 


Both the Ministry of Health and the B.M.A., with thirty 
years’ experience of National Health Insurance behind them, 
and the recurring acrimonious monetary disputes that had 
occurred, agreed that for the new service an effort should 
be made to find a method of fixing remuneration that 
would prevent the recurrence of financial squabbles. The 
result was the establishment of the two Spens Committees, 
both parties approving the idea, and agreeing on the mem- 
bers of the Committees. The decisions of the Committees 
were accepted and the start was made. In the result, in 
the ten years of the Service, the experiences have been 
dismally disappointing. Every Government, and every 
Minister since, has gone back on the idea and strenuously 
resisted putting “ Spens” into operation. 

To maintain our financial position, after much unpleasant 
wrangling, the Danckwerts tribunal was agreed and an 
award to 1951 values given. 


Insecure Conditions 

To-day we are awaiting the decision of a Royal Com- 
mission, set up to do just what we hoped “ Spens”’ had 
accomplished, that remuneration should be adjusted to 
altered values, and varied with work done, without either 
the Minister or the B.M.A. being involved in bargaining. 
This experience is so disturbing, and so vitiates the smooth 
working of the Service, that the most serious consideration 
will require to be given to the question of whether the 
medical profession can continue in conditions of such 
insecurity. 

What guarantee can be given that this or any future 
Government will implement the award of any Royal Com- 
mission or independent tribunal ? 

The Whitley machinery, set up in the Service, was ex- 
pected to provide for the settlement of disputes, but the 
Minister has always refused to agree that either side should 
be able to take any unresolved question to arbitration. 
Whitley without agreement on arbitration is almost useless. 
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Then in 1955 the claim for an adjustment to take account 
of the altered value of money was met with a blank refusal. 
The Minister, this time a Conservative Government, the 
Chancellor, and the Prime Minister, in turn refused (it 
might be said, rudely) even to look at the claim. Con- 
tinued pressure was required before, without any consulta- 
tion, a Royal Commission was appointed. 

In the day-to-day working, with the public taking full 
advantage of their benefits, and the doctors loyally looking 
after their patients, it was inevitable that some difficulties 
would arise. They have really been remarkably few. Both 
doctors and patients would seem to set a better value 
on a Service if some payment is made at the time. This 
points to the need to look at, and appraise, some of the 
Medical Services in other countries, where a fee-per-service 
system is in vogue, when considering future services in this 
country. In the meantime it would probably remove some 
disgruntlement if the doctor could make a charge (to be 
fixed) for late and night calls for visits. Experience 
of public medical services of earlier days showed that this 
provision protected the doctor from frivolous calls, and 
that the patient really in need did not grudge the fee ; after 
all, the amount of money received was negligible. It would 
seem that it would be for the smooth running of the Ser- 
vice if the present complete freedom of access had a small 
deterrent. 

For the general practitioner the transfer of the practice 
from his own hands to the Government has had a serious 
limiting effect in that it is now very difficult indeed for a 
doctor to change the area of his practice. It is interesting 
that in some countries, where a fee per service has always 
existed, goodwill is not bought or sold, the doctor making 
no attempt to find a successor. If, when the Government 
had bought the goodwill of practices, the transfer of lists 
had ceased, there would have been much more freedom 
of movement of doctors from area to area. 

On the hospital side it has been most unfortunate that 
no proper estimate of cost or of development was made 
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in advance. With medical and surgical progress new 
methods and materials continually evolve and costs in- 
crease, but there is never the proper money to staff the 
hospitals, and still less the capital necessary to build new 
ones. It is humiliating to see the up-to-date new hospitals 
being built in many other countries, less materially well 
off than Great Britain, and to reflect that we have not 
been able to afford new buildings for nearly ten years. At 
the same time, no other country has felt able to pay for 
complete access to all drugs, or free-at-the-time access to 
all professional services. 


Conclusion 


The present scheme, which we can now look at critically 
after ten years, was our own method of choice as against a 
whole-time salaried service for G.P.s. It certainly has pro- 
vided clinical freedom. The capitation payment is some- 
times said to encourage a minimum service, but the way 
that private practice steadily diminishes is evidence of the 
efficient way that the G.P. gives his service, even if it is 
contended that a fee per service offers a greater incentive. 
Here is a useful subject for group discussior and perhaps 
a ‘plebiscite. 

Having regard to the great importance of the Health 
Service in the general welfare of the community, it is to 
be hoped that the matter of the control of the Service will 
be reconsidered. It requires a small body of knowledgeable 
people, mostly doctors, to be permanently in charge and 
able to provide continuity and outlook for development 
in these fast-moving times. The present Civil Service 
method under a Minister, who changes so frequently that 
if he is in office long enough to plan ahead a little he 
certainly will not. be there to see his ideas carried out, is 
never likely to arrive at a proper integration of the many 
aspects of medicine—teaching, research, preventive medi- 
cine, occupational health, and hospital and general prac- 
titioner curative services. 

What an opportunity for statesmanship. 


LESSONS FROM THE PAST 


BY 


LORD MORAN, 


M.D., F.R.C.P. 


President, Royal College of Physicians, 1941 to 1950 


Though the National Health Service was actually intro- 
duced by a Labour Government, its roots date back to 
the Beveridge Report which was submitted to the Coali- 
tion Government in 1942, when Sir Winston Churchill 
was Prime Minister. I remember Lord Waverley say- 
ing that if the Labour Party had not launched the Ser- 
vice the Conservatives would have done so when they 
took office. All three political parties were committed 
to provide a health service for the country. It was, in 
Short, politically inevitable. Moreover, it was unavoid- 
able on account of finance. The hospitals were, broadly 
speaking, bankrupt; they could not have carried on 
without large Government grants. The profession had 
the choice between a service set up by the Ministry of 
Health without any help or advice from doctors, and 
one shaped and moulded by their own hands. They 
chose the latter: they could do no other. 

Do they regret that decision ? If the consultants were 
asked at the present moment whether they desired to go 
back to the days of the old voluntary hospitals, where 
all the work was carried out without remuneration, I 
believe the overwhelming majority would prefer the 
conditions of to-day. 


If I am right in this, then the consultants accept the 
nationalization of hospitals. Moreover, Mr. Aneurin 
Bevan’s plan was on the whole more liberal than that 
submitted by Mr. Willink to the Tory Party. For if 
Mr. Willink had had his way, the doctor would have 
been an employee of the local authority. 

Lord Radcliffe has lately compared medicine and the 
law. The law, he said, was not a progressive science ; 
it is the same now as it was 50 years ago; whereas 
there have been revolutionary changes in medicine. 
They are such that the Dean of Harvard Medical 
School has said that in 10 years’ time half of what we 
now know will be found to be wrong. And, alas, we 
do not know which half. It is perhaps rash to attempt 
to measure a progressive science of this kind, bounding 
forward all the time, by the footrule of the admini- 
strator. All the same, the Ministry of Health can claim 
a considerable administrative achievement. 


Redistribution of Censultants 


Before the National Health Service, consultants congre- 
gated in the great centres of population. It was economi- 
cally difficult or impossible for many consultants to exist 
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outside these centres, because there was no scope for private 
practice. The Service, by paying consultants for their hos- 
pital work, made it possible for them te work outside the 
big cities. Moreover, the consultant was content to leave 
London for a small and distant town because he knew he 
would have the same chance of a merit award there as in 
London. 

It is not only that the consultants have been redistributed 
over the country, but that there are many more of them. 
For example, in the Newcastle Region there were 164 con- 
sultants in 1949. In 1957 there were 409. Moreover, it is 
not only possible at the present time to consult a specialist 
in hospital. The general practitioner can call a consultant 
to a patient’s house without worrying about the financial 
implications. In 1956 there were 265,000 domiciliary con- 
sultations. 


Up-grading of Hospitals 


Before the National Health Service there were a number 
of first-rate hospitals, but there were many others of the 
type of the Public Assistance Institution, which Dickens 
might have described in one of his reforming moods. After 
the Service was established the Ministry aimed at ane 
standard only, and this has been largely achieved. The 
redistribution of consultants made the up-grading of hos- 
pitals possible. For example, the Barnet General Hospital 
used to be a workhouse infirmary ; St. Ann’s, Tottenham, 
began in a disused hospital which had been used for in- 
fectious diseases; St. Mary's, Colchester, was originally 
a Public Assistance Institution. All these three are now 
first-class hospitals treating acute cases. And this has been 
happening all over the country. 


Merit Awards 


These are given to a third of all consultants, who now 
number 6,902. Of this number between one-third and one- 
half will eventually receive an award, The award repre- 
sents a very substantial addition to the basic salary of a 
consultant, What is its purpose? The Spens Committee 
felt that when the competitive stimulus of private practice 
was removed an incentive would be required to keep con- 
sultants on their toes. The merit awards were designed to 
provide that incentive. The Treasury has never looked with 
favour on the principle behind such awards ; it is therefore 
significant that Sir Thomas Padmore, giving evidence re- 
cently on behalf of the Treasury to the Royal Commission, 
came down in their favour in no uncertain terms. “It is 
from our point of view a very curious system,” he said... a 
system “quite unique in the public services. But it was 
very difficult to think of any other which would be satis- 
factory, and therefore we would say: ‘Go on with it, odd 
though it may be, because it appears to suit the rather 
peculiar circumstances.""’ The system works because the 
recommendations are made by the consultants themselves, 
scattered over the country. The business of selection has 
been decentralized. The Committee, sitting at the Ministry 
of Health, is content to have the final word. It gathers 
evidence from every quarter, sifts it, and pronounces to the 
best of its ability where the truth lies. 

All this represents a considerable achievement on: the 
part of the Ministry of Health, but I do not want to take 
up more space in admiring the scaffolding that has been 
Set up in the last ten years. What we really want to know 
is : What is happening to the people who live and work 
within that scaffolding ? Are they productive ? 


Is Research Starved in the Service ? 


When I was President of the Royal College of Physicians 
and chairman of their scientific advisory committee I 
found that there was really no difficulty in getting money 
for research ; the problem was to find the men who ‘were 
capable of adding to knowledge, I think that this is the 
experience of everyone in this country who has been en- 
gaged in organizing research, In brief, results in this field 
do not depend on the administration of the Service but 
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rather on the quality of the men who enter it. This brings 
me to the heart of the matter. The efficiency of the Service 


depends ultimately on (1) the quality of the student entry ; 
(2) the training given to these students. 


Quality of the Entry 


I am not altogether happy about this. But it is no more 
than an impression. I have no proof. Before the National 
Health Service, parents bore the cost of the student’s edu- 
cation. Now the State pays. The medical student is selected 
by examination, and character seems to be ignored. This 
is a source of weakness which cannot be ascribed to the 
Service. It is due to the general desire to afford equal 
opportunities to all. But as dean of a London medical 
school I found the results of entrance examination ex- 
tremely fallible, 


Training Given to Students 


This matter is not irrelevant to my purpose, because the 
efficiency of the Service and the training of those who work 
in it are so interwoven that they cannot be torn apart. For 
example, £74 million are spent every year on drugs, and 
there is no hope of reducing this figure until the public 
and the doctors are convinced of the futility of prescribing 
drugs which are merely a means of suggestion. Sir George 
Pickering has been conducting a crusade to educate students 
on these lines. He reminds us that in his student days, 
as in mine, tons of iron were given to anaemic patients 
with no effect at all. The experimental method has given 
us the explanation. The dose we gave was far too small, 
and only a fraction of the patients with anaemia respond to 
iron, Pickering claims that this is no isolated instance and 
that we have no better reason for many of the drugs we 
give than for the changes in women’s fashions. He pleads 
for a careful and controlled trial of all drugs. 


Academic Medicine 


This brings me to the significant growth in influence and 
prestige of the professors of medicine and surgery and other 
clinical subjects. The Royal Commission of 1913 on Uni- 
versity Education in London found that the denizens of 
Harley Street and Wimpole Street had been so busy in 
the pursuit of gain that they had rather neglected the pur- 
suit of knowledge. They advocated as a remedy that 
there should be professors of medicine and surgery, who 
would not engage in practice but would devote all their 
time to teaching and to research. Owing to the war this 
recommendation was not carried out till 1919. It did not 
receive the blessing of the profession, and I still remember 
the lonely crusade of Sir Wilmot Herringham and myself 
in support of this new step. Now all that belongs to the 
past. 

Finance 


My first point is that someone, sometime, somewhere, 
must call a halt to the soaring expenditure on the National 
Health Service. It is inevitable that the actual cost of a 
progressive science like medicine will go on mounting. A 
new antibiotic, for example, may add two millions to the 
annual drug bill. Moreover, it is a false economy to cut 
the doctors’ salaries. Adam Smith in the Wealth of 
Nations said: “The doctor has great power and no one 
can tell if he is abusing that power. We have to trust him. 
And therefore he must be a man of substance and character, 
and therefore he must be paid accordingly by the com- 
munity.” That is still true. The doctor can help in this 
matter of economy if he means business. I have already 
given an example in the drug bill. But the public must 
also play their part, and the politician must have the cour- 
age to. tell them bluntly that they must pay for at least some 
of their drugs. And, however politically inexpedient, he 
may have to suggest a hotel charge. Let me repeat now 
what I said in 1952, that the only alternative is to lower the 
standard of the service. 

It is all plainly a question of priorities. Much has been 
said about the necessity for rebuilding, particularly mental 
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health hospitals, and new buildings help of course in get- 
ting staff and in other ways. But they are relatively un- 
important. Since the Service was formed, the atmosphere 
of these mental hospitals has been completely changed. At 
the present time 80% of the patients are voluntary boarders, 
doors have been unlocked, the padded room has virtually 
disappeared, out-patient departments have been created. 
Visitors come regularly from the United States and other 
countries to see how these institutions should be run. It 
is not new buildings that we need so much in these mental 
hospitals as men of first-rate ability to add to our know- 
ledge of the mind in health and disease. 

My third point is that the Ministry must take its courage 
in both hands and bid in the open market—that is, at the 
Universities—for the best brains. Has this been done ? 
In 1954 the Government gave about three million pounds 
to the consultants as a partial equivalent to the Danck- 
werts Award to general practitioners. It was distributed to 
the junior ranks ; men with A and B awards—that is to say, 
the best men-—-were no better off. And the same rather 
unenlightened policy is apparently in the minds of the Royal 
Commission on doctors’ pay. Of course a policy of this 
kind does turn away the wrath of those who dislike giving 
to him that hath. But if we wish to compete with the 
other professions for the man of promise we must take 
longer views. There must be rewards for a few men at 
the top comparable with those offered in other callings. 

I accept responsibility for the 1954 award to the con- 
sultants. Two years had passed since the Danckwerts Award 
to general practitioners, and it was plain that nothing 
was going to be done about the consultants. In these 
circumstances I approached certain members of the Gov- 
ernment in the hope that they would see that to leave 
things as they were was unfair to the consultant. For a 
year this was considered by various subcommittees before 
the award was made. It was plain to everyone at the time 
that it was the best we could get in the difficult circum- 
stances, but that it was not a final adjustment of the con- 
sultants’ claims. Indeed, when the matter came before the 
Royal Commission, some members of the Commission ex- 
pressed astonishment that anybody could think that it was 
a fair and final settlement when the general practitioners 
had received 100%, betterment and the consultants but a 
small fraction of that amount. Unless recruitment at the 
medical schools for the consultant ranks is to suffer 
grievously, we have got to keep hammering at this point 
that there must be a fair balance between the remuneration 
of the consultant and the general practitioner. 


Causes of Discontent 


Is the Service working smoothly ? Are the doctors happy 
and content? I am bound to take notice here of the 
prevalent discontent among general practitioners, because it 
may have a bearing on the staffing of the hospitals. I do not 
myself believe that it arises altogether from questions of 
payment, The seeds of unrest are, I believe, to be found in 
an insidious decline in the status of the general practitioner 
over a number of years. It is not due to the Service, but 
mainly to the conditions of his life before the Service. It 
began when the public felt that in serious illness they were 
safer in hospital. It was mortifying-to the practitioner that 
his patient at such a juncture should prefer to put himself in 
the care of a stranger. His amour propre was hurt. He 
was inclined to lose heart. Moreover, when the Service came 
in he was no longer able to engage in a little specializing, 
which had lent interest to his working life. With specialists 
at his doorstep it was no longer possible for the general 
practitioner to continue this kind of work. In a sense his 
life was drained of what had been to him most interesting. 
There is only one remedy that I can see. We must allow 
the pick of the general practitioners to follow their patients 
into hospital. There is of course a danger that this might 
create two standards of hospital practice. I think we ought 
to be able to safeguard against this danger. How can such 
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an objection be overcome ? I think we ought to ask here 
what is the general practitioner’s role. Some regard him 
as a guide, philosopher, and friend ; others would like to see 
him working alongside half a dozen of his fellow practi- 
tioners in a more impersonal, more scientific health centre. 
The two conceptions are very different. I believe the day 
may come when the pick of the general practitioners will 
work in hospitals in close partnership with consultants, and 
when that day comes I believe that the success of the experi- 
ment will depend on a close blending of the two branches 
of the profession. 

As for the consultant, he is relatively content with his lot. 
For one thing his working life has not been greatly changed. 
He spends more of his time in his hospital, and generally 
speaking he is not so preoccupied with private practice. It 
is true that the would-be consultant, the senior registrar, is 
far from happy. Indeed, his plight has been very distressing 
to his seniors. The whole trouble arose when the Govern- 
ment of the day decided, quite rightly, that doctors when 
demobilized should receive a subsidy while they were 
refreshing their knowledge, after years in a ship or with a 
battalion. The result of this was that many men took con- 
sultant degrees, and so we paved the way for a large number 
of senior registrars competing for a much smaller number 
of posts. But this is a temporary phenomenon, distressing 
as it is, It is a sequel of the war. It would be unfor- 
tunate if the Ministry, in a well-meant attempt to help, 
planned a grade junior to the consultant so far as pay is 
concerned, but in reality doing consultant work, That 
would create a permanent source of discontent among con- 
sultants in an attempt to solve what is a temporary emer- 
gency. The times are out of joint and complaints are com- 
mon, and those who try to look into the distance sometimes 
see a fu'l-time service emerging, partly in consequence of 
these discontents. 

The fundamental problems that bemuse this Service will 
not be solved by a committee or by multiplication of com- 
mittees. A great administrator is one who, whatever the 
burden of routine, continues to think things out for himself. 
For it is as true now as when Pascal said it more than 300 
years ago, that most of the evils of the world are due to 
man’s inability to sit alone in a room and think. 


THE WAY AHEAD* 
BY 


Sir HARRY PLATT, Bart., LL.D., M.D., M.S. 
F.R.C.S. 
President, Royal College of Surgeons of England, 
1954 to 1957 


Cost of Medical Care 
In all advanced countries during the past twenty years 


the costs of the medical care of the sick man have risen 


to formidable heights. Some of this increase is 
paralleled in the general rise in the cost of everything 
else in life and is a symptom of the disease of inflation. 
But we have also to recognize that during the past 
decade medical science has taken a leap forward, is 
advancing at an unprecedented rate, and that modern 
medical science is far more expensive than we reckoned 
for in the past. This trend to some extent was fore- 
shadowed in the latter years of the second world war, 
when two things gradually became clear: (1) that the 
great majority of the population, if not all, would need 
some form of prepaid insurance to meet their individual 
costs of medical care ; and (2) that the voluntary hos- 
pitals as a whole could not hope to survive without 


*Abridgment of an address given at the Annual Meeting, 
Sheffield United Hospitals, City Hall, Sheffield, April 23, 1958. 
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a substantial subsidy from central Government funds— 
subsidies which they had learned to enjoy during the war 
vears as part of the emergency hospital system. 

In Great Britain we elected to try out a National Health 
Service, universal in its benefits and based on a small 
insurance premium common to all and collected by the 
State. In Australia and New Zealand the State contribu- 
tion to the medical care of the individual took the form 
of a grant-in-aid for services rendered. The United States 
chose the system of voluntary insurance, and the growth 
of that system since 1941 has been spectacular. Thus 
to-day one hundred and ten million United States citizens 
are insured for hospital maintenance, ninety-four million 
for specialist fees, and fifty-eight million for general medical 
care. Side by side with this spontaneous voluntary effort 
the United States has expanded the medical facilities of 
the Veterans Administration in the form of a nation-wide 
hospital system entirely financed from the Federal Treasury. 

Medical science cannot stand still. Diagnosis and treat- 
ment must be continuously advancing both in accuracy and 
in safety, The “precision tools” of the laboratories on 
which the practice of modern medicine is coming more 
and more to rely, are increasing in number and complexity. 
Medicine is already responding to the nuclear energy age 
in the diagnostic and therapeutic use of radioactive isotopes, 

Thus we see the growing edge of knowledge on which 
the leading hospitals stand. They cannot retreat. If they 
are to go forward with confidence and enthusiasm they 
must be reassured that the sinews of war will not be with- 
held from them. 


The National Health Service 


The National Health Service, inside whose framework the 
teaching and non-teaching hospitals function, has now been 
on trial for ten years. Its three outstanding achievements 
tre universally acclaimed. 

(1) The unified hospital system created by the merger of 
the voluntary and local authority hospitals under one 
direction, thus eliminating old rivalries which in many areas 
stood in the path of progress. 

(2) The establishment of the region as the planning unit. 
The teaching hospitals, of course, lie outside the jurisdic- 
tion of regional hospital boards, but in most parts of the 
United Kingdom there is the closest collaboration between 
boards of governors and regional hospital boards in the 
planning of clinical services. 

(3) The distribution of consultants and specialists to 
smaller hospital centres where, before the National Health 
Service, no such skilled services were available. This is 
perhaps the great achievement of the three. 

It is not surprising that now, at the end of a ten years’ 
trial, the National Health Service is being subjected to a 
barrage of criticism from many different quarters. There 
are two recurring themes based on the ideas of extrava- 
gance as a whole or in particular fields. 

The first is the fragmentation of the Service—the apparent 
failure to bring together in one unified and economical 
whole the three main sections—the general-practitioner ser- 
vice, the hospital services, and the local authority services. 
This criticism has been voiced in The Times in a leading 
article. Co-ordination, or a merger of the three parts of 
the National Health Service under unified guidance, sounds 
attractive in theory, but there is no guarantee that such 
a system would result in major economies. In his responsi- 
bility for the three sections of the National Health Service 
the Minister of Health is in the same position as the 
Minister of Defence, and in this respect alone has an 
unenviab!le task. 

The second criticism is that there is excessive expenditure 
on drugs, especially on the more costly types. The ture 
of this malady in the end must be left to the clinical 
teachers in the medical schools, who alone can introduce 


The Times, April 19, 1958. 
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a sense of responsibility and perspective in the education of 
the medical students of the future. 

So much for overspending. On the other side of the 
picture is the criticism in relation to the hospital services 
that not enough money is made available (a) to rehabilitate 
obsolescent institutions; (6) to build new hospitals; and 
(c) to provide an ever-expanding income which will allow 
our leading hospitals to plan and experiment and so keep 
abreast of the advancing front of medical science. 

During the past ten years we must recognize that within 
the restricted budgets allocated to regional hospital boards 
and boards of governors a great deal of hospital structural 
rehabilitation has been carried out—the modernization of 
kitchens ; engineering services, laundries, and so on; and 
in many centres entirely new casualty and out-patient blocks 
and operating theatre units. The problem of priorities has 
been as difficult in the periphery as it has been at Whitehall. 
No Minister of Health, no board of governors, no regional 
hospital board, can expect to achieve universal popularity in 
their respective “ constituencies.” 

In the early days of the National Health Service we had 
all hoped that the patching up of obsolescent structures 
would be a temporary affair, and that the epidemic of new 
hospital construction which has swept the North American 
continent, Scandinavia, Switzerland, and more recently 
France and Germany would spread to Great Britain. This 
has not happened, and we have been compelled to contem- 
plate another long period of practising twentieth-century 
medicine in nineteenth-century structures. None the less 
it is twentieth-century medicine, and, despite our physical 
and financial handicaps, British medicine so far retains a 
position of leadership. But a sense of frustration prolonged 
indefinitely must in the end handicap progress by limiting 
the freedom to experiment which is the life blood of medical 
science. 


Future Sources of Hospital Finance 


We may now ask ourselves whether during the next ten 
years—the second decade of the life of the National Health 
Service—its adolescence—we can expect to see released from 
Central Government funds year by year sums which will 
enable us both to remedy the physical defects in our hos- 
pital services and to provide for the ever-expanding needs 
of scientific medicine. It is estimated that for 1958-9 the 
gross expenditure on health services will be £736m., of 
which £421m. will go to the hospitals. Will £421m. give 
us all that we need for our hospitals? It seems unlikely. 
If this sum or its inflated equivalent is to represent a 
“ squeeze in perpetuity,” what then? The difficult problem 
of deciding on priorities within scanty budgets will continue 
to dominate the picture. But there is a time limit to the 
enjoyment of such austerities. The Minister of Health, a 
harassed man whoever holds that office, in one of his latest 
pronouncements, has suggested that the upgrading of the 
non-teaching hospitals is an important priority. This may 
be good news for regional hospital boards but not so good 
for boards of governors, and for the universities, if they 
feel, as they should, an acute sense of responsibility for 
the structural quality of the teaching hospitals as apart 
from their staffs. In this matter it is my opinion that the 
universities have not always brought up their heaviest 
artillery to be pointed at Central Government. I make this 
statement as a deliberate challenge to the Vice-Chancellors, 
who are naturally more concerned with the physical exten- 
sion of the universities which is proceeding apace, 

We therefore face what to me is an inescapable conclu- 
sion: that for their special requirements in the future the 
hospitals must not only be set free but must be encouraged 
to seek additional sources of finance outside the Central 
Government budgets of the National Health Service. For 
the teaching hospitals this should be a welcome return to 
old practices and in keeping with their long heritage. In 
appeals to the community, to industry, and to philanthropic 
individuals they would thus behave as do the universities. 
Such efforts might enable us to see in the space of a few 
years several new teaching hospitals in this country, each 
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embodying completely novel features—i.e., hospitals de- 
signed specially for the purpose of teaching the under- 
graduate. 

Like many others who have given thought to the problems 
of hospital design in terms of function, I have my own 
conception of the structure of the ideal teaching hospital. 
I give you this in broad outline for what it is worth. (1) The 
closer integration in each major clinical block of the needs 
of the patient with the needs of the student. That is to 
say, that wards, laboratories, teaching rooms, departmental 
libraries, and so on should be one integrated whole. (2) That 
the out-patient centre or polyclinic should provide such 
diagnostic facilities and amenities for patients as will reduce 
the need for the occupancy of expensive beds. (3) That 
within each main clinical block the university units should 
lose their geographical isolation, and, better still, their 
separate identity. This means that the scientific and aca- 
demic facilities, research laboratories, and so on, which in 
most teaching hospitals, if not all, have been reserved for 
the professorial units, should in the future be so designed 
and sited that they are shared in common by both full-time 
and part-time university clinical teachers. In this way the 
medical, surgical, and other major clinical divisions of the 
teaching hospital would become the university units of the 
future. And so the concept of the university hospital which, 
alas, some of us failed to persuade the Goodenough Com- 
mittee to accept in the spacious days not so long ago might 
one day come to exert a dominant influence in the structure 
of medical education. A university hospital would then have 
two financial godfathers at Central Government level, health 
and education. We have recently heard that £64m. is to 
be set aside for new university colleges to foster the applied 
sciences. Where do the teaching hospitals come into this 
picture? Do we see the way ahead clearly? Perhaps we 
need not be unduly pessimistic, but the nation must be told 
that we cannot be left high and dry if British medicine is to 
retain a position of world leadership. 


THE INTEGRITY OF MEDICINE* 


BY 


HECTOR R. MacLENNAN, M.D., F.R.C.O.G. 
F.R.F.P.S. 

Senior Consulting Gynaecologist, Victoria Infirmary, 
Glasgow 


If the normal span of active professional life can be 
considered to be in the region of forty years, then I have 
been fortunately placed; by accident of age I have 
spent half of my life in the profession before the 
National Health Service was instituted and hope 
to spend the second half—indeed, have already spent 
half of that half—under the new regime. I am there- 
fore not an old man looking back nor a young man 
looking forward, but I am one with experience of the 
old who is trying to grapple with the problems of the 
new. 

Older members of the profession are familiar with 
the state of medicine as it existed before 1948, but, as 
a result of the introduction of the N.H.S. shortly after 
the termination of a long war, an entire generation of 
doctors has sprung up. who are largely unfamiliar with 
medicine as it used to be practised. 


Pre-war Medicine 
The profession of medicine as it existed prior to the 
last war, and indeed for half a century before that, was 
a well-integrated profession in, which each and every 


-*Presidential Address delivered to to the Roya Royal “Medico-Chirurgical 
Society of Glasgow on October 4, 1957. 


section of the profession was closely interrelated. As a 
result of this harmonious interrelationship or integration, 
doctoring was an honourable calling. . 

The general practitioner was regarded by his patients 
as the family doctor and friend. The consultants and 
specialists depended upon him for the bulk of their 
private practice. The local authority looked to him to 
implement its measures of public health. In many hos- 
pitals, both urban and rural, he played a useful part on 
the visiting staff, and even in the larger teaching hos- 
pitals he was a frequent and welcome visitor. As a re- 
sult of this he was a highly respected member of the 
community. It should be remembered that he managed 
to maintain this position irrespective of the fact that in 
many instances a large proportion of his work was paid 
for by national insurance. 

The consultant or specialist also commanded a share of 
the public esteem relative to the service which he offered 
the community through the family doctor and by the dis- 
tinction he achieved in his hospital work, both as a 
healer of the sick and as a teacher of students. It is 
important to recall that an honorary consultant appoint- 
ment in a large voluntary hospital, and in particular a 
teaching hospital, was not only the gateway to private 
practice but carried with it enormous prestige in the 
eyes of the public. To emphasize this point it may be 
remembered that a number of consultant posts were 
not honorary but were paid for by local authorities, 
and these posts held a much lower prestige value and 
were less sought after. 

The ancillary non-clinical branches of the profession 
—the pathologists, bacteriologists, and medical officers 
of health—were less well integrated with the main body 
of the profession by the very nature of their work, which 
tended to segregate them in laboratories and offices. 
But the most notatle members in these fields made their 
contribution to the general well-being not only by their 
teaching but also by maintaining a close liaison between 
ward and laboratory, or, in the case of the medical 
officers of health, between their office and the genera! 
practitioner. 

Many of us will remember, for example, the solemn 
procession of the chief, subchief, assistants, and resi- 


‘dents to the post-mortem room laboratory while Sir 


Robert Muir discussed the shortcomings of bedside 
diagnosis. Others will recall Carl Browning’s journeys 
into the wards to’'advocate and control the greater use of 
aniline dyes and in particular acriflavine in the control 
of sepsis. These men showed by example how the 
clinician or field worker could be integrated with “ back- 
room boy” or research worker. 

In public health the greatest figures were those who 
remembered they were doctors first and challenged 
when necessary lay authority ; men like Sir Alexander 
Macgregor of Glasgow, Buchan of Willesden, and Pro- 
fessor James Mackintosh, now of London, while ardent 
civil servants, were barriers against bureaucracy when it 
transgressed the medical field. 

It was to some extent because of this integration and 
because of the respect and popularity in which the medi- 
cal profession was held by the public that politicians of 
all parties were eager to make political capital out of 
what was already an effective service. Beveridge, the 
Liberal, Brown, the National-Liberal, Willink, the Con- 
servative, and Bevan, the Socialist, could not conceive 
a Welfare State in which the profession did not play a 
major part. In the end it fell to a Labour Government 
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to introduce legislation embodying much of what had 
been discussed and approved by ad hoc committees of 
all political parties, together with their professional and 
economic advisers. 


The National Health Service 


There is no doubt, and it would be foolish to deny, that 
the institution of the N.H.S. has effected many major 
improvements in the health facilities offered to the nation. 
As examples, one might cite the inclusion in the Service of 
that section of the population which, prior to the Act, was 
impoverished and uninsured. Many peripheral hospitals 
have been upgraded and expanded. There have been im- 
provements in the mental health services. .More attractive 
conditions have been provided for laboratory workers. 
These and many others are unquestionable advances. It 
would be wrong to think that these benefits could not 
have been achieved during the last ten years by any other 
means. Some would undoubtedly have evolved from the 
gradual expansion of the older voluntary schemes, the 
sources of which have now dried up. Private insurance 
would have looked after other aspects, as has happened in 
the United States. Local authorities would not have stood 
still on matters affecting the health of their community. 
Improvements would have certainly taken place. None the 
less, it is true to say that all the political parties were at 
the end of the war agreed that the Health Service should 
be taken over by the nation and financed by the nation, and 
as a result we have now had a National Health Service for 
almost ten years. 

My purpose is to examine the effects of this Service upon 
the profession as a whole and to note whether any change 
has come over its component parts. For no matter how 
good the Health Service is to-day, and it is a good service, 
its future will depend essentially on the quality of the 
medical profession itself and the esteem in which it is held 
by the public. 

No matter how excellent the administration, irrespective 
of the extent of the ancillary services (so-called) and 
regardless of the grants from the Exchequer, the health of 
the nation will depend upon the integrity, in its widest sense, 
of the medical profession. They represent the keystone of 
the arch upon which this mighty national edifice is supported. 

To-day the Health Service is being maintained to a large 
extent by those who were trained and nurtured on ethical 
standards which existed before its introduction. I do not 
exclude from this group those younger doctors who, by 
example, precept, or natural inclination, have adopted simi- 
lar standards, But while such members of the profession are 
bound to be affected by the revolution. which has taken 
place, how much greater will be the effects upon those whose 
standards are based solely upon terms and conditions of 
the new Service. Let us examine the new situation and 
endeavour to ascertain, so far as is possible, how it affects 
the profession in the eyes of the public it seeks to serve. 

The first fundamental consideration is that the general 
public feel that by their health contribution and by 
Exchequer grants they are paying for the medical service. 

It is common knowledge that every member of the public 
to-day is entitled to the services of a general practitioner. 
The practitioner is paid according to the number of patients 
he may have to serve. Every patient is entitled to free 
hospital service, and these hospitals are manned by con- 
sultants and specialists, and specialists in training, who again 
are paid. The ancillary services—pathologists, bacterio- 
logists, radiologists—are also the paid servants of the public. 
Thus there arises in the public mind a conviction that the 
services received have been paid for, and paid in full, and 
that such payment discharges further obligation to the pro- 
fession. The profession cannot expect payment and grati- 
tude in the proportion which was formerly given to it, for 
in former days gratitude was often all that doctors could 
expect. 
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Money and Medicine 


Confused thinking about the relationship between money 
and medicine is not new. In 300 B.c. Aristotle, while defend- 
ing just payment, pointed out that there were other consider- 
ations of imponderable value, and exemplified this by say- 
ing: “The quality of courage, for example, is not intended 
to make money, neither is this the aim of the general's 
or the physician’s art, but the one aims at victory and the 
other at health.” Indeed, this is an ever-recurring theme 
in the history of medicine. In 1903 Sir William Osler 
stated that in every age there have been Elijahs ready to 
give up in despair at the progress of commercialism in the 
profession (Osler, 1939), and himself quotes Garth in 1699 
saying: “ How sickening Physick hangs her pensive head. 
And what was once a Science, now’s a Trade.” 

The regard of the public for the profession thrives upon 
deeper emotional roots than mere payment can satisfy. 
When men or women are sick they think in terms of human 
values rather than payment. The sick are frightened and 
we remove the fear ; they are unhappy—we may bring some 
happiness. They are tiresome and exasperating to their 
relatives and even to themselves ; we try to bring patience 
and understanding to comfort them. 1 should like to quote 
here from the great English poet John Donne in his “ Devo- 
tions,” which was written while he lay seriously ill during 
the winter of 1623; he wrote: “I observe the physician, 
with the same diligence as the disease ; I see he fears, and 
I fear with him: I overtake him, I overrun him in his fear, 
and I go the faster because he makes his pace slow ; I fear 
the more because he disguises his fear, and I see it with 
the more sharpness because he would not have me see it. 
He knows that his fear shall not disorder the practice and 
exercise of his art, but he knows that my fear may disorder 
the effect and working of his practice.” These human values 
which the medical profession has to offer are perhaps its 
strongest contribution to society. If the enormous admini- 
strative machine which the N.H.S. has created or if other 
present-day attitudes cause decline in these human relation- 
ships, then the prestige of the profession will also fall. 

We must, however, recognize that no profession. maintains 
a static position. The teaching profession has suffered a 
change from the days of Oliver Goldsmith’s rustics who, 
regarding the village teacher, “gazed and gazed and still 
the wonder grew that one small head could carry all he 
knew.” There is little wonder left in the world to-day, and 
the teachers have, I think, less regard than is their due. 
Could this be the result of the absorption of their profession 
by the State machine ? That interesting speculation must 
be left aside. 

The position of the Church is more difficult to assess, 
for in the Ministry, considered as a profession, there is 
a vocational element even greater than in medicine. In 
the last century and the early part of the present one it 
commanded an almost universal respect. To-day it appears 
to have lost ground; whether this be due to internal 
schism or to the pressures and lures of advancing and 
applied science would be impossible to say, and again this 
problem would distract us from our own. 


Practitioner—Consultant Relationship 


Are there factors within our own profession to-day which 
might endanger its position? Let us examine such 
possible causes of disintegration, for if we are weak 
within we will be in no position to withstand assault 
from without. To take the relationship between general 
practitioner and consultant first. Is it what it was? Is 
there a cleavage here? Is there a possibility of disinte- 
gration arising in this field of medical relations? John 
Hunt (1957), in discussing the renaissance of general prac- 
tice, makes reference to this question and concludes, “ Family 
doctors and specialists have worked together, on the whole 
happily, for tens of thousands of years, and I believe they 
will continue to do so.” His optimism may be justified, 
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but, as his observation was parenthetic to his main theme, 
he unfortunately adduces but slight evidence to support this 
view. 

Unhappily, the mechanism of the schism is all too 
apparent. The general practitioner works under a totally 
different administrative structure from the specialist. The 
local medical committee has no counterpart amongst the 
consultants and specialists. The executive council, the 
immediate controlling and employing body, in the case of 
the general practitioner, is vastly different from the regional 
hospital board, the employer of the consultant, and again 
there is little or no liaison between them. This results in 
a division of the profession at the administrative level 
and in each side having little knowledge of the admini- 
strative problems of the other. There can be, and has 
been, disunity at the highest level when approaches are 
made to the Government: for example, at the inception of 
the Service the famous Presidents’ letter to The Times, 
in which the Royal Colleges diverged sharply from the 
Negotiating Committee. Later, when unity has apparently 
and at least superficially been achieved, we see a separate 
Danckwerts award to the practitioners. More recently still, 
divisions arise when negotiations break down and an ex- 
change of letters between the President of the Royal College 
of Physicians of London and the Prime Minister still further 
divides the profession. 

The policy of divide and rule which, as a political ex- 
pedient, has been successfully employed by successive 
Governments in so many fields has not as yet been entirely 
successful in medicine. The credit for having withstood this 
assault and maintaining our integrity must accrue to those 
very leaders of the profession, both consultant and general 
practitioner, at whose heads so much criticism has been 
levelled by the rank and file. For when they have diverged 
and endangered professional unity they have until now 
quickly closed the breach. Divergence of opinion is in- 
evitable and desirable in a healthy profession. Divergence 
in action, however, may lead to disintegration, and therein 
lies a danger of which we must be fully conscious. 

If we examine still further the consultant-general practi- 
tioner relationship in its day-to-day aspects it is possible to 
detect a more insidious danger. I refer to the maintenance 
of a degree of private practice without or within the Health 
Service. If private practice perishes we have embarked 
upon a whole-time State salaried medical service, whether 
we like it or do not like it. Surely if such a salaried 
medical service is inevitable or desirable it should be 
imposed or accepted by a process of discussion and negoti- 
ation. If it were to arise simply as a result of the attrition 
of private practice, then later negotiations of the profes- 
sion with the employing body would be from a position 
of weakness, and it is questionable whether medicine would 
receive much consideration from the controllers of the 
machinery of the State. 

The maintenance of a strong practitioner-consultant 
relationship is essential to the survival of private practice 
on an ethical level. This exists to-day amongst the 
older general practitioners and consultants, but what of 
the young part-time consultants and senior registrars ? How 
many young practitioners realize that their opposite number, 
the young specialist, is often part-time and that that part 
of his time which he lays aside for private practice can 
enly be utilized by the general practitioner selecting 
Suitable cases for him to see? It is easier and often 
quicker to recommend all patients without discrimination 
to hospital, but it is the sure way towards removing private 
Practice from medicine and setting up a barrier“between the 
practitioner and the consultant. 


Association Through the Domiciliary Visit 


Apart altogether from the angle of private practice, we 
have opportunities within the Act of associating consultants 
and practitioners through the medium of the properly con- 
This excellent provision in the 


ducted domiciliary visit. 
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Act has removed from the practitioner whose patient could 
not afford private care the need to ask a favour of the 
consultant. In the past these “favours” were freely given, 
and, as our Faculty states at the end of each of its minutes, 
“and the poor were visited gratis.” Nevertheless, the practi- 
tioners who sought such help from a consultant might well 
feel embarrassed, and, as our ‘American friends would say, 
unduly obligated to him. To-day that feeling no longer 
exists; the basis of consultation is on an equal footing. 
But consultation must take place. We are all aware that 
domiciliary visits are sometimes paid by the consultant in 
the absence of the family doctor. Such an occurrence is 
very occasionally unavoidable, but were it to become pre- 
valent it would destroy the basis of consultation, and, to 
quote from John Donne once more: “ When there is room 
for consultation things are not desperate. They consult ; 
so there is nothing rashly, inconsiderately done ; and then 
they write, they prescribe, so there is nothing covertly, 
disguisedly, unavowedly done.” 

We have managed to achieve great equality in the profes- 
sion in this country, and that equality depends in no small 
measure upon the interdependence of the consultant and the 
general practitioner. It is by no means so in the so-called 
egalitarian countries where private practice is non-existent. 
There the hospital chief has a position of privilege and 
respect far greater than his fellow doctors—a curious 
paradox which has never existed in Great Britain. On this 
matter I should again like to quote from Hunt’s Lloyd 
Roberts Lecture (it should be noted that he is not referring 
to private practice): “A specialist appreciates a general 
practitioner who uses him efficiently ; and often there are 
no greater friends or more loyal colleagues than a general 
practitioner with a special interest and a consultant in that 
subject, be they neighbours or many miles apart. They 
speak the same technical language, and learn from each 
other every time they meet. Such close and friendly co- 
operation between general practitioners and consultants is 
possible in all branches of medicine, and is much to be 
desired,” 

The College of General Practitioners, recently founded, is 
a most encouraging move towards greater unity among 
doctors. In contrast to the British Medical Association, 
which embraces all branches of the profession and which 
nowadays is forced more and more to be concerned with 
administrative, financial, and negotiating duties, the Col- 
lege of General Practitioners is drawn solely- from one 
section of the medical community, and could move 
either towards or away from its sister colleges and associa- 
tions. All the indications, however, are towards union. 
No single agency could have done more than the College 
of General Practitioners to develop a proper liaison between 
the two great branches of the profession. Already they 
have in the West of Scotland instituted postgraduate courses 
and brought once more within the ambit of the hospital 
many doctors who would otherwise have been excluded. 


Whole- and Part-time Consultants 


Having touched on the relationship or integration of 
the two main branches of the profession, it might be of 
interest to turn for a moment to the specialists and con- 
sultants themselves—the teachers, the non-teachers, the 
basic research workers, the clinical research workers—and 
to observe to what extent this section of the profession 
is within itself integrated (1 refer to the whole-time con- 
sultants and the part-time consultants). 

One of the better features of the National Health Ser- 
vice is that the conditions allow the consultant to practise 
either whole-time or part-time. The value of this system 
is that it allows a consultant to choose the form of service 
which suits his own particular temperament and gives the 
patient a freedom of choice of specialists which would other- 
wise be unobtainable. As the relationship between con- 
sultant and patient should always be to some extent per- 
sonal and humanistic, it follows that the advantages or 
disadvantages of one or other form of service (whole- or 
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part-time) will seem different to doctors of different tempera- 
ments. Thus there can be no uniformity of opinion on the 
relative advantages or disadvantages of the two methods. 

Many influences serve to direct the doctor to a particular 
form of medical hospital practice: chance; a desire to 
pursue a specialty such as laboratory medicine where the 
posts are full-time ; geographical conditions ; domestic con- 
siderations ; personal economics ; or a liking for a parti- 
cular type of life—all or any of these and possibly others 
enter into the decision. It is desirable that facilities should 
exist in hospital practice for each type of work. It would 
be entirely wrong to consider that one is “ better” than 
another, or that all doctors should be expected to under- 
take their work under the same conditions. It is undesir- 
able to imply that there is some fundamental difference 
between those who prefer whole-time and those who prefer 
part-time work. 

Differences sometimes arise between those involved in 
original or basic research and those whose interests lie more 
particularly in the clinical field. Intellectual snobbery on 
the part of the basic scientist may lead him to denigrate the 
work of the clinical research worker, and much more so 
the clinician who has no aptitude for research but is yet 
none the less competent in the practical field. Equal and 
opposite is the sneering or patronizing attitude of some 
clinicians towards the “backroom boys.” Both attitudes 
are deplorable, and the reputation of the profession 
is tarnished by such lack of sympathetic understanding. 
Osler (1897) puts it well when he tells us that medicine is 
seen at its best in men whose faculties have had the highest 
and most harmonious culture—the Harveys, the Pagets, the 
Jenners, the Gairdners. These and men like them have been 
the leaven which has raised our profession above the dead 
level of a business. 


Our Clear Duty 


If we turn now from the possibilities of disintegration of 
the medical profession from within we become conscious 
of many new trends which may affect us from without. 

The profession to-day can be profoundly influenced by 
the actions of the new bodies concerned with the administra- 
tion of the Health Service—regional boards, executive coun- 
cils, hospital boards of management, and many other 
administrative committees, local, regional, and even national 
—upon which we as a profession have representation. 

It is perhaps a truism to mention that our only title to 
sit on these various bodies is that we are members of the 
medical profession. The other members of these committees 
are widely chosen from every walk of life, and are mostly 
recommended representatives of other interested bodies, 
local authorities, universities, trade unions. Such lay repre- 
sentatives are usually drawn from people who have shown 
some aptitude for public service; they give of their time 
and service voluntarily. The impact which our representa- 
tives make upon this cross-section of the intelligent public 
can be immense for good or ill. We as a profession may 
well be judged, and often are judged, by the behaviour of 
our representatives upon these various committees through- 
out the country. Never before have our representatives had 
such a platform ; never before has there been such potential 
for advertising the credit or bankruptcy of the profession. 
Therefore it is our clear duty to choose from ourselves those 
who most truly represent us. It is the duty of those chosen 
to serve, and, in serving, to realize the importance of the 
trust imposed upon them, not as individuals but as members 
of a learned and honourable profession. 


Relations with the Press 


If we wish to examine still further the impact of our 
profession upon the mass of the general public we would do 
well to consider our relations with the press. This new 
mammoth moulder of public opinion was described recently 
by the Moderator of the General Assembly of the Church 
of Scotland as follows: “Sensational newspapers are in- 
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creasingly mastering the minds of men to-day as much as 
kings mastered them in former times.” There is no doubt 
that to-day the press and its close relations, radio and tele- 
vision broadcasting, are not only organs of opinion but often 
organizers of opinion. Properly utilized, they can confer 
considerable benefits on society as regards the medical 
education of the public. Improperly used, they can cause 
infinite harm by instilling fear and even panic, or by 
arousing antagonisms between professions or within profes- 
sions themselves. We have only to recall their handling of 
such difficult problems as the availability of polio or Salk 
vaccines, not to mention their current campaign on influenza 
vaccination, to realize that they have an enormous power 
Inflammatory references to a strike of doctors are examples 
in another field. 

Our professional administrative bodies, and even our pro- 
fessional medical incorporations and associations, have 
perhaps paid too little attention to the importance of a 
proper public relations mechanism whereby the considered 
opinions of the profession as a whole are communicated in 
proper form to the public through the press. As a result 
the press will seize upon a story or a name and give publicity 
to some facet of medicine which is actually harmful to their 
millions of readers. 

Of this wide subject, which will be debated at another 
meeting of our society, I should like to consider only 
one aspect—namely, medical anonymity. Anonymity has 
long been a bulwark of correct professional behaviour in 
this country, and when it is grossly abused can even be 
considered by the General Medical Council as infamous 
conduct. There are those in our profession to-day who 
regard medical anonymity as an anachronism in modern 
times. One learned professor bemoans the fact that he 
cannot have the publicity for his utterances that is accorded 
to those of Sir Mortimer Wheeler or Bertrand Russell—he 
surely forgets that to be a distinguished member of our 
ancient profession should be in itself sufficient reward and 
that if he is worthy of acclaim he will be accorded it by his 
peers and not by sensation-seeking journalists or impresarios 
of the stage, screen, or radio. If we look back to Aristotle, 
we find him saying in his examination of the problems of 
the reasons for and against sovereignty of the people—and 
this question of press publicity has just that element behind 
it—‘* He who can judge of the healing of a sick man would 
be one who could himself treat his disease and make him 
whole—that is, in other words, the physician; and so in 
all professions and arts. As then the physician ought to be 
called to account by physicians, so ought men in general to 
be called to account by their peers.” 

Make no mistake, certain sections of the press are anxious 
to break down professional anonymity. Adversity, in the 
shape of failure to obtain signed medical articles, makes 
strange bedfellows when we have Francis Williams, the 
left-wing editor of Forward, joining the Conservative coat- 
trailing and oddly anonymous “ Pharos” of the Spectator 
in deploring medical anonymity. 

The public, by and large, are incapable of assessing the 
worth of medical articles ; it would be wrong to place upon 
them the further burden of trying to assess the worth of 
the various authors. Our American colleagues have been 
lax in this respect, and the increasing health hysteria of the 
American public can be partially accounted for by this lapse 
from medical wisdom and discretion. 


Playing the Greater Part 


It would be proper to say that in reviewing the integrity 
of the medical profession I have largely concerned myself 
with British medicine. We have a greater part to 
play in medicine throughout the world. We must strive to 
maintain high standards throughout the Commonwealth, and 
we must try to look on our Commonwealth as an oppor- 
tunity to enlarge our unity. We must welcome our col- 
leagues from abroad and must travel among them ourselves. 
conscious and proud of our common membership of a high 
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calling. We must try to encourage overseas visitors to study 
in our hospitals, to strive for our higher medical degrees. 
We would do well to spread the net even more widely by 
encouraging general practitioners from abroad to associate 
themselves for a period of time with the leading members of 
that branch of medicine in this country. For if our pro- 
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fession is healthy and active—and I believe it is—then 
Britain could become a Mecca of medical learning. 
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THE NATIONAL HEALTH SERVICE IN AUSTRALIA 


BY 


RONALD R. WINTON, M.B., B.S. 
Editor of the Medical Journal of Australia 


Recentiv Mr. Maicolm Muggeridge, who is visiting 
Australia, broadcast over the Australian national net- 
work. Amongst other matters he referred to the Wel- 
fare State and commented: “This Welfare State is a 
kind of zoo, which provides its inmates with ease and 
comfort but unfits them for life in their natural habitat. 
Mangy and bleary-eyed, they grumble and growl as they 
walk up and down their cages waiting for slabs of wel- 
fare to be thrown to them at meal-times.” 

This was a considerable overstatement, and no doubt 
Mr. Muggeridge was quite conscious of that fact, but his 
comment contains enough truth to arouse suspicion 
about the Welfare State and its implications—suspicion 
which has been felt for a long time by a strong body of 
public opinion in Australia, and which has undoubtedly 
influenced the development of our National Health 
Service. 

It is generally conceded that the complexities of our 
age place an increasing and often intolerable burden 
on the weaker brother in most communities, and 
caciety’s sense of collective responsibility for him has 
crown. This is right and good. The problems arise 
when we debate how that responsibility should be 
discharged. 

In Australia the view has prevailed that the benevo- 
lent but bureaucratic grandfather who presides over 
the Welfare State is not for us. Various social services 
provide for those with genuine needs, but a premium is 
sll put on self-reliance and independence of . spirit. 
This is especially so in the National Health Service. 
The position was well expressed by Sir Earle Page, then 
Commonwealth Minister for Health, in a speech in the 
House of Representatives in Canberra on October 26, 
1955: 

“Our programme has been carried out by the active, 
2c-operative and intelligent partnership of governments, 
hospitals and staffs, doctors, chemists, insurance organi- 
zations and individuals. This partnership encourages 
and stimulates self-help, which helps the whole com- 
munity. It dovetails together the various phases of the 
health organization which act and interact cumulatively 
on one another to secure the best results for the sick 
and other elements of the partnership. Each partner 
has defined functions and obligations with the aim, 
within its specific field, of implementing measures to 
cure disease, shorten the duration of sickness and to 
make the scheme pay more back to the community than 
it costs.” 

These words are still true in 1958. Despite certain 
defects, which will be mentioned later, the National 
Health Service in Australia is working well. It is 


generally acceptable to the Government, to the people, 
and to those who have to work it, and, as we see it, 
favours the best interests of the community. 


Principal Aspects of the Service 


The National Health Service in Australia has many rami- 
fications, but four aspects need special mention: (1) the 
provision of medical benefits, (2) the provision of hospital 
benefits, (3) the pensioner medical service, and (4) the free 
provision of certain essential drugs. 


Medica! Benefits 


The essence of the medical benefits system is that the 
Commonwealth Government encourages the people to join 
voluntary insurance schemes run by non-governmental 
agencies. Members of these schemes have the choice of a 
number of contribution scales, corresponding to which are 
scales of benefits to be paid by the fund to the contributor 
should he incur medical expenses. The Commonwealth 
Government itse'f provides a benefit, there being a benefit 
for every type of service received. The voluntary 
insurance fund’s benefit must at least match the Govern- 
ment’s benefit, but the total benefit paid must not exceed 
99% of the doctor’s charge. The following points should be 
stressed: (1) The doctor charges the patient on the usual 
fee-for-service basis. (2) The Government and the benefits 
fund normally do not pay the doctor direct, but reimburse 
the patient ; that is to say, no third party intervenes between 
patient and doctor. (3) The patient always pays part of 
the fee as well as contributing to the insurance fund. 
(4) The Government pays its share of the benefit through 
the fund, not direct to the patient. (5) The patient receives 
ro Government benefit unless he is a member of a fund. 
(6) There is complete freedom of choice of doctor by 
patient, and of patient by doctor. (7) There is no State 
interference in where and how a doctor practises, provided 
he observes the usual ethical and legal requirements. 

It is unnecessary to labour the fact that this system differs 
in both principle and practice from the British system. Its 
great advantages, in our eyes at least, are that it leaves intact 
the time-honoured doctor-patient relationship, it encourages 
self-help rather than dependence on the State, and yet it 
relieves the patient of much of the financial burden of 
medical treatment. At the same time the Australian doctor 
remains free of the bureaucratic control that appears to 
prevail in Britain. 

Hospital Benefits 

Hospital benefits are also managed according to con- 
tributory schemes, with the exception that a Government 
benefit is paid in every case, whether or not the patient 
belongs to a contributory scheme. However, the amount 
of the Government benefit is much greater if the patient is 
a contributor to a fund ; and this, with the benefit from the 
fund itself, is usually sufficient (it may even be more than 
sufficient) to pay the hospital fee. An important advantage 
of this system is that it allows a patient of moderate means 
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to be treated in a private hospital by the doctor of his 
choice. If this, with or without the assistance of the bene- 
fit scheme, is beyond his means, he may still seek treatment 
at a public hospital ; there medical treatment is free, whether 
the visiting medical staff is paid, as it is in Queensland and 
a few other places, or whether it attends on an honorary 
basis, as it still does in most places. In most hospitals, 
again with the notable exception of Queensland, a means 
test is imposed. 


Pensioner Medical Service 

For recipients of old age, invalid, and certain other pen- 
sions, which are governed by means tests, the Government 
provides free medical treatment, covering the usual general 
practitioner services, and a wide range of free medicines 
(basically those drugs listed in the current British Pharma- 
copoeia with certain additions). However, even here there 
is for all practical purposes free choice of patient by doctor 
and of doctor by patient; and although for convenience 
the doctor is paid direct by the Government on submission 
of a voucher signed by the patient, he is in fact only acting 
as the patient’s agent and has no personal contract with 
the Government. Thus the doctor-patient relationship is 
maintained without intervention of a third party. Some 
time ago the Commonwealth Government liberalized the 
means test for the old-age pension and brought a large 
number of members of a higher-income group within its 
provisions. However, as a result of representations by the 
British Medical Association, this last group is not eligible 
for the free pensioner medical service and is encouraged 
to subscribe to a medical benefits fund. This no doubt has 
caused a certain amount of heartburning, but the profes- 
sion has remained firm in its attitude lest the extension of 
this free service to a higher-income group should be the thin 
end of a wedge leading to a general free national medical 
service, 

The fee paid by the Government for medical attendance 
on a pensioner is less than that normally charged by a 
doctor to his private patients. The profession has always 
emphasized that it is thus providing a service at a con- 
cessional rate. The Government justifies the lower rate on 
the grounds that the doctor is assured of payment, whereas 
in the past it was the custom to treat pensioners either free 
or for a very small fee. 


Free Essential Drugs 


Apart from the more extensive provision of free drugs 
for pensioners, a carefully controlled list of essential drugs 
is provided free for all patients on production of a doctor’s 
prescription. These are usually described as “ life-saving 
and disease-preventing drugs,” although the list is a little 
broader than the description implies. It includes such 
things as the antibiotics and sulphonamides, insulin, a num- 
ber of cardiac drugs, vitamin By, injectable analgesics, the 
main vaccines and antisera, and various others. It excludes 
compounded preparations. The list is strictly controlled, 
being determined by an expert advisory committee, the four 
medical members of which are appointed from a panel 
nominated by the British Medical Association. It is rot 
intended to provide “ free medicine ” in any extensive way ; 
so it does not encourage the prescription of useless bottles 
of medicine to please the patient, and it keeps the cost to 
the country within reasonable bounds. This, we understand, 
is in favourable contrast with the situation in Britain. 


Other Provisions 


Among other important though lesser provisions of the 
National Health Service are the free supply of milk to 
school-children and a liberal system of pensions for sufferers 
from tuberculosis, designed to ensure that they can commit 
themselves to adequate treatment without undue worry 
about the economic needs of their dependants. 
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Defects in the Service 


Experience with the National Health Service in Australia 
has revealed or emphasized certain defects. Two are most 
important. The first is that the benefit schemes mostly 
exclude pre-existing chronic ailments from those for which 
benefits are paid. The second is that benefits are inadequate 
in certain cases, especially in relation to the catastrophic 
type of illness. These are serious defects, since they amount 
to the position that the service either does not provide or 
provides inadequately for certain of the groups in the com- 
munity that most need help. 

Both the Government and the organized medical profes- 
sion are well aware of these defects and are anxious to over- 
come them. There is hope that at least a partial solution 
will be found soon, but any solution will inevitably mean 
greatly increased Government expenditure. 

From the doctor's point of view there are two unsatis- 
factory aspects of the present hospital benefits system. 
The first is that the means test is not always enforced, so 
that the doctor gives honorary service to those who are quite 
able to pay. The second is that if a member of a benefits 
fund is treated in a public ward the doctor may not charge 
him a fee, and the benefit theoretically due goes unpaid. 
From the patient’s point of view the hospital benefits system 
does not, of course, cover the cost of a bed in a more 
expensive private hospital. 

The important point, however, is that these are all defects 
of detail, The principles of the scheme are, we believe. 
essentially sound. 


Medico-political Background 


The picture of the existing National Health Service is 
incomplete without some reference to its political and 
medico-political background. 

In the 1940's the medical profession in Australia through 
the Federal Council of the British Medical Association 
engaged in prolonged negotiations and eventually in pitched 
battle with the Government of the day over the latter's 
proposed health service. This was essentially a nationalized 
service, unacceptable to the medical profession in principle 
and in detail. The profession’s opposition was remarkably 
successful, and the Government concerned went out of office 
without putting its health scheme into effect. The outlook 
of the new Government was essentially different, and the 
new Minister for Health, Sir Earle Page, was a practising 
medical man fully appreciative of the profession’s views. 
Under his guidance the present scheme was evolved and 
brought into use. On Sir Earle Page’s retirement from the 
Health portfolio another practising medical man, Dr. 
Donald Cameron, took his place. It is hoped that he will 
find the remedy to the present defects of the Service, so that 
it will be politically unassailable. 

The present Federal Opposition party has given much 
thought to the National Health Service, and to what it 
would do should it again assume control of the Government 
at a future election. A short time ago a sectional committee 
of the Opposition Party produced a plan for a National 
Health Service based very closely on the British Service. 
This was never officially accepted by the party, and it is 
understood that the plan has been abandoned, or at any 
rate shelved. However, nationalization is a major plank 
in this party's platform, and it would be unwise to attempt 
to prophesy its future health policy. 

It should be mentioned in passing that the organized 
medical profession in Australia is not involved in party 
politics. It has when necessary opposed both right- and 
left-wing parties on matters of principle, and it is prepared. 
on the ether hand, to co-operate in any satisfactory health 
scheme irrespective of the politics of the party in power. 

The profession is wholly opposed to any health scheme 
which interposes a third party between the doctor and 
patient or which involves bureaucratic control and excessive 


Jury 5, 1958 


NATIONAL HEALTH SERVICE IN AUSTRALIA 


SUPPLEMENT to THE 13 
BRITISH MEDICAL JoURNAL 


paper work. It dislikes capitation and salaried services, and 
is committed to maintain the fee-for-service method of pay- 
ment so far as is practically possible. It is apprehensive 
about the abuses so often associated with completely free 
services. Its members are in general sincerely concerned 
that they should render a sound medical service to their 
patients, and, looking at the matter realistically, are unable 
to dissociate this from satisfactory working conditions and 
reasonable payment. They accept the present National 
Health Service as sound in principle, and look to see its 
defects in detail overcome. 

As it happens, the profession is at present fortunate. 
Having one of its members as a Minister for Health is a 
tremendous advantage ; but when it comes to a dispute the 
profession is still in a strong position. Practically all its 
practising members belong to the British Medical Associa- 
tion, which has in broad terms been conceded the leader- 
ship of the profession in medico-political negotiations. The 
profession also enjoys good social status in the community. 

Traditionally, medical practice in Australia is free and its 
standard high. While the profession remains united there 
is little reason to fear any interference with this tradition. 


The Australian and British Health Services 

As we see it in Australia, our Health Service is funda- 
mentally different from the British Service. Its great advan- 
tage is that it is sound in principle from the point of view 
of all parties ; its defects are in detail, The British Service 
_would appear to be unsound in principle, interfering with 
the freedom and so the effectiveness of medical practice, 
intervening in the doctor-patient relationship, and breeding 
an attitude of State-dependence. Frankly, we find it in- 
congruous and depressing to contemplate, nourished as we 
are, perhaps more than any other Dominion, on the idea of 
Britain as the home of the free. 

There may be advantages in the British National Health 
Service that we do not see, and it would be both odious and 
dangerous for us to be smug. Nevertheless, our scheme 
appears to be sound, and it should remain so while our 
politicians and the community generally continue to turn 
a deaf ear to the siren songs of the Welfare State. : 


HEALTH INSURANCE IN CANADA 
AND BRITAIN 


BY 
STANLEY GILDER, M.B., B.Sc. 


Editor of the Canadian Medical Association Journal 


With the rapid development of a universal hospital 
insurance scheme in Canada during the last year, it is 
tempting to make comparisons between the Canadian 
scene in 1958 and the British scene in 1948. Unfor- 
tunately, this is an impossible task, for the thought of a 
comparison on a national scale can spring only from 
an illusion, widespread in Britain and the rest of Europe, 
that Canada may be regarded as an entity for such a 
purpose. Now Canada has ten-provinces, and it was 
long ago laid down that the health of the population 
should be a provincial and not a national matter. It is 
true that there is a Ministry of National Health and 
Welfare in Ottawa as a part of the federal Government, 
but it is mainly concerned with such matters as cannot 
be properly dealt with by provincial health ministries. 
Thus at no time in the foreseeable future will there 
be a uniform pattern of health insurance across Canada ; 
each province will decide for itself whether it wants a 
universal insurance scheme, what sort of a scheme it 
wants, how it is to be paid for, and how administered. 


That is why the provisions of the new Bill 320, which 
governs hospital insurance in Canada on a basis of uni- 
versal availability within a province and joint pro- 
vincial-federal financing, have purposely been left vague. 
Each province must write in the details itself, and each 
provincial medical association must, if it can, negotiate 
such agreements as are necessary to work the scheme 
with its own provincial Government. And these Govern- 
ments may of course be of a different political hue from 
the federal Government, which is at present overwhelm- 
ingly conservative. Indeed, many Canadian voters 
apparently see no inconsistency in voting for one party 
at provincial elections and another at federal elections. 


Hospital Insurance 


The present pattern across Canada varies greatly from 
province to province, although indications are that within 
the next few months all but one of the 10 provinces will 
be operating some hospital insurance scheme backed by 
federal and provincial money—some of course’ have already 
started. The one exception is the province of Quebec, 
where the inscrutable Mr. Duplessis, Premier of the 
province and an ardent champion of its independence, has 
not seen fit to inform the medical profession—or, for that 
matter, anyone else—on his plans for the future. Charac- 
teristically, he recently announced that he would construct 
health centres (presumably for diagnostic work), beginning 
with a pilot project in Montreal, but gave no clue to their 
administration or financing or staffing. At the other end 
of the scale is Ontario, where the Ontario Medical Associa- 
tion, the provincial division of the Canadian Medical 
Association, has a representative on the six-man commis- 
sion which will administer the forthcoming compulsory 
hospital insurance plan. 

But it must not be thought that this diversity implies a 
chaotic situation across Canada, Absence of the European 
passion for standardization has not affected the basic 
questions at all. As regards hospitalization, there are two 
questions that the Canadian citizen needs to know the 
answer to: (1) If I am indigent, can I still get hospital care ? 
(2) If I am healthy and working, can I insure against any 
medical care in hospital that I may need in the future ? 
Or, if I am out of hospital but handicapped (say by 
diabetes or degenerative heart disease) can I still insure 
against future hospital costs? The answer to the first 
question is that for many years the indigent have been able 
to get free treatment in any of the provinces. Sometimes 
the hospital or the physician has received a fee for such 
service ; more often he has not. The answer to the second 
question is that within the near future this will be possible 
in all the provinces with the exception noted—and maybe 
the situation will change even there. 

How the insurance money is collected is a secondary 
matter. It may be by a sales tax or by regular premiums 
deducted from a pay-roll, or by municipal or provincial 
taxes ; or it may change from time to time (for instance, in 
British Columbia payment was at first by premium and 
later by a sales tax, which has now reached 5%). The 
method of administration is also secondary—it may be 
through a provincial hospital commission, with or without 
medical society representation, or even at the municipal 
level with a minimum of provincial supervision. 


Attitude of the Profession 


What has the attitude of organized medicine in Canada 
been to health insurance in general ? I think it has been a 
more positive one than that of the British physician before 
1948 was. The Canadian Medical Association began to 
study health insurance as early as 1934, and, after a decade 
during which it debated often and at length the issues 
involved, the Association formulated certain “ Principles of 
Health Insurance ” and thus gave its official blessing to the 
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concept of prepayment for medical care. In 1955 the 
General Council of the Association published a statement on 
health insurance acceptable to all its provincial divisions. 
Perhaps the most important thought in this was that prepaid 
health care should be introduced by stages, and that hospital 
care and diagnostic services should be the first steps. The 
Association also felt strongly that representatives of 
organized medicine should participate in the administration 
of insurance plans, and not only in an advisory capacity. 
This goal has not been achieved in most provinces. Within 
the last couple of years the Association has appointed a 
strong advisory committee to the federal Government, 
drawn from the officers and officials of the Association, and 
this committee has had an opportunity of putting the views 
of organized medicine before the Minister of National 
Health and Welfare in Ottawa, and also before the Prime 
Minister, Mr. Diefenbaker. 

For a symposium on hospital insurance in Canada, 
prepared in collaboration with the C.M.A. Committee on 
Economics, the reader is referred to the May 15 issue of the 
Canadian Medical Association Journal, in which the present 
situation in Canada is discussed from many standpoints— 
organized medicine, the Government administrator, the 
hospital administrator, the prepaid-plan administrator, the 
teacher, and the surveyor of hospitals. This issue gives 
some idea of the views of physicians in various provinces 
which already have experience of a universal hospital 
insurance scheme. 


Organized Medicine in the Various Provinces 


It must be remembered that universal provincial hospital 
insurance began in Canada in January, 1947, when the 
Saskatchewan Government brought in the first compulsory 
hospital plan on the North American continent; this was 
followed by a British Columbia plan in 1949, and an 
Alberta plan in 1950. The Saskatchewan plan was first 
operated by a hospital commission, but is now administered 
by the provincial department of public health ; and in the 
symposium referred to above Lloyd Brown (1958) notes 
that, while much valuable work has been done, “it has 
been difficult to maintain a healthy liaison between govern- 
ment and associated vitally. concerned groups, who are 
allowed to function or contribute only from a substantial 
distance.” He gives examples of the dangers of the present 
system, as in 1956 when the Government decided without 
prior consultation to include payment for all out-patient 
pathology studies at an arbitrary rate. 

In British Columbia the relationship between the profes- 
sion and the Government has been unsatisfactory. (An 
illustration of this is the somewhat tolerant attitude of 
certain legislators to naturopaths, chiropractors, and cancer 
quacks.) Watson (1958) points out that hospital insurance 
was foisted on an unprepared profession in 1949 without 
prior discussion, and that liaison between the provincial 
medical society and the Government was not obtained until 
six years later—even so, it is only an unofficial committee 
which binds the two together. The substitution of a sales 
tax for individual premiums seems to have diminished the 
responsibility of the individual citizen according to Watson. 
The most dangerous aspect of the scheme is that in 1952 
hospital budgets and numbers of personnel and services 
were frozen, so that no improvement in services in the last 
six years has been financially possible. 

In Alberta, where the patient is expected to pay two 
dollars (roughly 14s.) a day in a public ward for hospital 
care, drugs, operating-room fees, and diagnostic tests, 
Morgan (1958) reports lengthening waiting-lists for admis- 
sion in some areas, due to an increase in admission for in- 
vestigation, since the Government will not pay for out- 
patient investigations. He feels that an extension of the 
insurance programme to cover out-patient services is .in- 
evitable. The main concern of organized medicine in this 
province has been to maintain the radiologist and the 
pathologist as independent practitioners rather than em- 
ployees of a hospital. 


HEALTH INSURANCE IN CANADA AND BRITAIN 


SUPPLEMENT 10 THE 
BRITISH MEDICAL JOURNAL 


Newfoundland has long had a system of coverage for its 
cottage hospitals, which serve the community in the lonely) 
outposts, and recently its energetic premier, Mr. Smallwood, 
burst forth with a scheme for free treatment of children 
under the age of 16 which took the profession by surprise. 
However, harmony seems to have been restored, and a satis- 
factory agreement has been negotiated between the provin- 
cial Government and the local division of the Canadian 
Medical Association to implement this unique service. 

Five other provinces are in process of organizing their 
hospital insurance scheme. One might cite Nova Scotia and 
Ontario in particular as areas where the provincial medical 
association is involved in the planning of the Service. The 
Nova Scotia profession seems to be lending its Government 
much-needed help in clarifying some of the medical issues 
involved. The Ontario Medical Association has been very 
active in medical economics for some time. The Association 
presented a brief to its provincial Government, indicating 
that it favoured basic ward-care insurance for every citizen, 
administration of the insurance scheme by a commission (on 
which it now has a representative), separation of “ hospital ™ 
from “ physicians’ ” services in financing and administration, 
and payment of medical services by fee for service. Its brief 
was well received, and since the setting up of the Ontario 
Hospital Commission the Executive Committee of the 
O.M.A. has acted as a liaison body between organized 
medicine and the Government. On the advice of the 
O.M.A., the insurance plan is to include only in-patients 
at first. 

Looking at Bill 320 or the Hospital Insurance and 
Diagnostic Services Act, passed unanimously by the Parlia- 
ment of Canada last year, and providing for universally 
available schemes financed jointly by federal and provincial 
Governments, one can distinguish certain areas which have 
aroused and will continue to arouse great controversy. A 
vexed question is that of the distinction between “ hospital ” 
and “ physicians’™ services. Should a pathologist or a 
radiologist giving service to in-patients be regarded as giving 
hospital or physician’s services ? Ought he to be a salaried 
employee of the hospital or a man working on fee for 
service, or a combination of both ? This situation is compli- 
cated by the fact that in some provinces some radiologists are 
on salary and others are not. In British Columbia the radio- 
logist is a salaried employee of the hospital, so is the patho- 
logist, but the anaesthetist is an individual practitioner using 
hospital facilities like the surgeon or physician. These diffi- 
culties are as yet unresolved. Again, the question of inclu- 
sion of out-patient facilities in insurance schemes has as yet 
no complete answer. If they are not to be included there 
is going to be a great deal of unnecessary utilization of 
hospital beds for investigations ; if they are included, the 
question of remuneration of medical staff comes in to com- 
plicate the picture. 

The question of deterrents to frivolous use of hospital 
beds is also unanswered. Payment of small sums by the 
patient each time he uses the hospital, as a deterrent, is not 
much in favour with politicians, though if the patient were 
made to pay for the first few days in hospital the costs of a 
scheme would be cut enormously. On the other hand, there 
is a distressing tendency, openly expressed in Manitoba 
recently, to make the doctor the scapegoat for excessive use 
of beds. British physicians will not need to be told how 
exasperating this attitude is ; at the recent annual meeting 
of the Ontario Medical Association, the provincial Govern- 
ment was told plainly that the doctors would not be 
responsible for any consequences of overuse. It is the duty 
of the Government to arrange an educational campaign 
designed to remind citizens of their responsibility in these 
matters ; with the present shortage of beds in Ontario, how- 
ever, one doubts and fears. 


Two Troublesome Problems 


There are two other worrying aspects of hospital insurance 
which have not caused trouble in Britain. 
provision of teaching-beds. 


The first is the 
In Canada, in general, the 
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number of public-ward beds has gradually shrunk, and, con- 
versely, the number of semi-private or private beds has in- 
creased, concomitantly with the spread of private insurance 
schemes. Since in the great majority of hospitals only the 
public-ward patients are used for teaching medical students, 
medical educators have been alarmed at the prospect of in- 
adequate material. Their alarm was expressed in a brief to 
the Minister of National Health and Welfare last autumn, 
asking for safeguards in any legislation or regulations con- 
cerning hospital insurance to assure that every school of 
medicine should have enough beds under the control of the 
faculty of medicine (10 beds per senior student was recom- 
mended as a minimum). The solution to this will be to 
make available for teaching all patients admitted to hospitals 
connected with a medical school. This has been done in the 
comparatively new University Hospital in Saskatoon. 

The other problem is that of hospital accreditation. 
For some years a joint commission of U.S. and Canadian 
representatives has surveyed hospitals in Canada at their 
own request, and either granted or refused accreditation 
in accordance with certain standards. The time has now 
come when Canada feels that it can be independent of the 
U.S.A. in this field, Accordingly, from January 1, 1959, 
a Canadian Commission on Hospital Accreditation, which 
has already been working through the older joint commis- 
sion for five years, will take over sole responsibility for 
accreditation of Canadian hospitals. This commission is 
a fine example of the good work that voluntary bodies can 
do, It was formed when the Canadian Medical Association 
invited the Canadian Hospital Association, the Royal Col- 
lege of Physicians and Surgeons of Canada, and L’Associa- 
tion des Médecins de Langue Francaise du Canada to 
establish an accrediting body. In a pertinent article Kirk 
Lyon (1958) expressed the hope that provincial Govern- 
ments would not see fit to exercise their rights under Bill 
320 and establish ten governmental bodies in the ten pro- 
vinces to enforce standards in the hospitals under their 
jurisdiction, with the principle of grants as rewards, or 
monetary penalties for failure to meet standards. 

It is natural that Canadian doctors, faced with hospital 
insurance and the distinct possibility of Government- 
sponsored plans for medical care insurance outside hospital 
at some date in the foreseeable future, should look at the 
National Health Service in Britain with critical eyes. They 
recognize that the situation is very different in the two 
countries. The N.H.S. was introduced at a time when many 
British doctors had only just come back from a lengthy 


_ spell of national service, and had not yet been given time 


or opportunity to taste the fruits of peaceful private prac- 
tice—at a time, too, when their country was facing poverty 
and bankruptcy. Health insurance is coming to a prosper- 
ous and expanding Canada with a philosophy very different 
from that of the Welfare State, and it would seem invidious 
to make any comparison between the two countries. Never- 
theless, it may be helpful to quote the Past-President of 
the Canadian Medical Association, Dr. Morley Young 
(1958), a man who has given much thought to the subject 
and whose words would find a wide assent among informed 
Canadian physicians, He says: “ May we be bold enough 
at this time to look at the British scene and say: (1) The 
whole scheme was introduced too suddenly ; (2) somehow, 
somewhere, liaison with Government failed ; (3) the medical 
profession did not appear to speak with one voice ; (4) the 
general practitioner was denied hospital privileges.” 

It will have been perceived, from what has been written 
above, that Canada is trying not to make the mistake of 
biting off too much at once. First the hospital service, 
then the diagnostic service, then the out-patient service, 
then... 2? Canadian medicine is also trying with all its 
might to retain close contact with Government both in 
Ottawa and in the provinces, being as helpful as it can in 
areas of agreement and as reasonable as it can in areas 
of disagreement. The Canadian Medical Association and 
its provincial divisions are striving to maintain at all costs 
the unity of the profession, and to negotiate with Govern- 


ments through one and only one body, no matter what 
branch of the profession is involved. Lastly, there is now a 
widespread belief in Canada that general practitioners need 
hospital privileges of some sort if they are to function effici- 
ently. To quote Dr. Young again: “... I have said that 
when hospital privileges are denied a medical practitioner, 
for any reason whatsoever, his standard of practice is at 
once lowered.” 
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THE SOCIAL SECURITY MEDICAL 
SERVICES IN NEW ZEALAND 


BY 


J. P. S. JAMIESON, C.B.E., M.D., F.R.A.C.S. 
President, New Zealand Branch, B.M.A., 1938-9 ; Chairman, 
National Health Insurance Committee of the New Zealand 

Branch Council, B.M.A., 1935 to 1945 


To understand the social security medical services in 
New Zealand it is necessary to take a glance at the 
system which existed before their introduction, and 
also at the controversies that accompanied their 
development. 

New Zealand never had a “ panel system” like that 
of Great Britain after 1911. Medical practice remained 
mainly private practice for thirty years longer. Public 
hospitals, financed by local rates, government subsidy, 
patients’ fees, and voluntary contributions, and admini- 
stered by local boards, served all parts. Staffing was 
by skeleton interns, filled out by honoraries. There were 
many small private hospitals. The bulk of the wage- 
earning people obtained their domiciliary attendance 
through the friendly societies. Better-off people paid 
for themselves. The poor were assisted by hospital 
boards, and relied largely on the benevolent services 
of the doctors. Specialists were few and almost con- 
fined to the four cities. Hence doctors, generally, had 
to be prepared to deal with whatever turned up. As a 
consequence few, if any, countries had such a large 
proportion of men with senior qualifications in general 
practice. Over all presided, not very obtrusively, the 
first Government Department of Health ever set up in 
the British Empire. 


Preparations for a Health Service 


In the early ‘thirties, during the hardships of “ the depres- 
sion,” it became evident that a greater participation by the 
State in health matters was inevitable. Realizing this, the 
New Zealand Branch of the British Medical Association set 
up a committee to investigate, acquire data, and prepare 
plans. Over a period of two years this committee examined 
the needs of its own country and inquired into the systems 
of other countries. It was assisted by the Association in 
Great Britain, by the British Ministry of Health, and by 
travelling members of the Branch. At the change of 
government in 1935 the Branch offered its assistance to the 
Government of the day. Years of discussion followed. 


Briefly paraphrased, the advice of the Branch was to 
stages, first making 


proceed gradually by evolutionary 
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improvements where most necessary and lightening burdens 
where they pressed most heavily. Emphasis to be on pre- 
vention and research. The costly parts of diagnosis— 
x-ray examination and laboratory and pathological in- 
vestigation—to be made more accessible. Those unable to 
pay for medical services to receive them free, at cost of the 
State. The cost of maternity and hospitals to be lightened. 
Those with smaller incomes to be insured against sickness in 
the home on a contributory subsidized basis. Those with 
higher incomes to make their own arrangements, insurance 
being open to them, Essential and costly drugs to be made 
available, but not those that people customarily bought 
without prescription of their own preference. 

Negotiation with the Government was not easy. Objec- 
tion was made to our advice that it involved “ discrimina- 
tion,” and the Government's own ideas were never fully 
disclosed. Very gradually it became clear that their mind 
was set on no evolutionary process, but on a universal 
revolutionary system by which, in keeping with the ideology 
of “ State ownership and control,” all medical service would 
be entirely under the Government, and all doctors would 
become virtually State employees. The State as paymaster 
struck at the root of the “ patient-doctor ” relationship, and 
the prospect of regimentation was seen. The Social Security 
Act was passed in 1938, and the profession drew itself 
together in defence of its freedom. The solidarity of the 
profession was remarkable. More than 90% stood firmly 
behind the efforts of the Branch. 

The Government pressed on to “implement” its plans. 
Free mental hospital treatment was first introduced, followed 
by the offer of a free maternity contract. This was a crude, 
coercive plan at flat rate. Only a handful were prepared 
to accept it. On its failure the Minister invited the Branch 
to draw up its own scheme. This was done, the officers 
of the Department of Health participating. The Act was 
amended, and the maternity service so brought in has 
worked well ever since. Then came free pharmaceutical 
service. The Government had been well warned by the 
Branch that, without safeguards, this would become costly 
beyond commensurate benefit. The warning was brushed 
aside. 


‘ 


Introduction of Services 


In spite of the fact that the war was now in full blast 
and at least a third of the doctors had been absorbed in 
military service, and were thereby voiceless, in quick suc- 
cession came Free General Medical Service and Free Hos- 
pital Service. The latter involved only a change from the 
former honorary hospital appointments to a part-time, paid, 
surgical, medical, and specialist service in hospitals. The 
General Medical Service was more difficult. 

At first there was a Government suggestion of “ zoning ™: 
one doctor on State pay for so many people over such-and- 
such an area—like a milk-run. This idea had a short life, 
and has been forgotten. Next the Government offered a 
capitation contract of its own devising at 15s. per head per 
annum. A very few doctors accepted this, and some of 
them quickly made their fortune thereby, on account of 
huge lists. Over 90% stood firm and would not accept the 
contract ; for capitation as a basis of medical service was 
repugnant, and still remains so. 

On the failure of the capitation contract the Government 
introduced a “ fee-for-service system, at 7s. 6d. for con- 
sultation or visit, 12s. 6d. for consultation or visit at night 
and on Sundays and statutory holidays, and mileage for 
country visits. 

Although the officers of the Branch saw in this the danger 
of the State interposing between patient and doctor and 
ultimate domination of the profession, the prospect of every 
service being paid for, with no bad debts, was so attractive 
that some members 4 :re shaken ; but the Branch stood firm. 
At this juncture the Prime Minister intervened with the 
proposal of an alternative to the “ fee-for-service” claim 
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on the Fund by every general practitioner. He suggested 
that those who preferred might charge the patient himself 
such fee as he thought fit, and the patient could obtain, 
on presentation of his receipted account, a refund equal 
to the fee-for-service payments. It was instantly seen that 
by this method the State did not come between doctor and 
patient, the patient-doctor relationship was preserved, and 
the doctor would not be in any sense a Government servant 
in his practice. The proposal was accepted on the spot. So 
there came into use two methods of practice—the one called 
“ Fee-for-Service ” and the other “ Refund.” 

The Prime Minister was a man who, from early associa- 
tions, interest in health matters, service on hospital boards, 
and, at one stage, as Minister of Health, had a far better 
appreciation of professional viewpoints than any of his 
colleagues. 

The “ Fee-for-Service ” system was later amended to allow 
a doctor to charge an additional fee to the patient over that 
claimed from the Social Security Fund. This came to be 
known as the “Schedule System.” Regulations and a 
Disciplinary Committee correct abuses. 

Provision was made, on a salary basis, for the service of 
certain small isolated communities and for people living in 
scattered districts in which a doctor ordinarily could not 
make a living. This is the “Special Areas” plan. 

Bursaries were established for the training of medical 
students, Those are under a bond of service to the Govern- 
ment so severe that it would not be tolerated by any trade 
union in respect of its apprentices. 

Specialist service has been talked of ; but there seems no 
great need. There are specialists on the staffs of the free 
hospitals, and the patients of private specialists get the 
ordinary refund on their accounts for each attendance. 

Later, radiological, diagnostic, laboratory, and patho- 
logical services were established, with great lack of techni- 
cians. As in the case of the maternity service, the original 
radiological service failed, and the system now operating 
was devised by the radiologists themselves with depart- 
mental officers. It should be said that, however difficult 
some of the Ministers were found, the Health Department's 
officers were always reasonable and tactful. 

Thus, by the end of the war, or shortly after, the Free 
Medical Service of the Social Security Welfare State was 
established in a way reverse from the advice of the British 
Medical Association. Research is still out in the cold, and 
other things we put first came last. By the end of the war 
there was in force a system by which the young men on 
demobilization could establish themselves in practice ver 
readily. 


What are the Results ? 


It would be invidious and impossible to assess how much 
of the present state of medical service in New Zealand is 
due to the Social Security system and how much to the 
progress of medicine itself. What follows must be taken 
in full context. 

Medical services are available “ free” to everyone from 
birth till death: “free,” but paid for by taxation, which is 
heavy. The system is costly by former standards ; yet the 
cost of general-practitioner service absorbs but a fraction 
more than one penny of the one-and sixpenny Social Security 
tax. Medical service is efficient. People are living longer. 
Maternal mortality is one of the lowest in the world. Neo- 
natal deaths have diminished. Rehabilitation from invalid- 
ism to work is quicker than it used to be. At the same time, 
in the advances of such things as thoracic surgery, cardio- 
vascular, plastic, and neurosurgery, New Zealand keeps step, 
and has even bred some of the eminent workers in those. 
Doctors are fully employed. They can practise wherever 
they choose as freely as any quack. They can sell the 
goodwill of their practice as can the publican or pastry- 
cook. 
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With the general increase of medical knowledge, the many 
postgraduate courses held, the visits of travelling professors 
and of other teachers of distinction from abroad attending 
meetings of the Association and the Colleges, and the growth 
of local clinical societies, doctors have.never been as well 
instructed as they are now: a great factor—due to the 
profession itself and not to Social Security. Without the 
impetus of medicine itself the Social Security Medical Ser- 
vices would have been as static and fixed as, say, the rules 
and procedure of the Stamps and Deeds Department. 

It has been always the ideal of the Association that the 
medical service of the people should be a synergism between 
the privately working doctors and the local and general 
health authorities. Doctor and patient should do what they 
could together. When the position was one they could not 
cope with they should be able to call in the assistance of 
the local and general health organizations and collaborate 
in the patient’s interest. This ideal has been almost realized. 
The invention of the Refund System made it possible, for 
those prepared to risk unpaid accounts, to practise, except 
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for increased documentation, almost as if State Medicine did 
not exist. 

All is not beyond reproach. There is not the same amount 
of personal attention by doctors. It is more profitable to 
“see” six or ten patients than to spend the time in the 
examination and diagnosis of one, or to undertake minor 
surgery. So there is undue reference of patients to hospital 
for things the doctor should do for himself. Quantity rather 
than quality pays better. There is waste of drugs. In some 
cases there is a tendency to exploit the Fund by over- 
attendance. Specialism grows apace, and the tendency is to 
specialize immediately, without the invaluable training of a 
period of general practice. This change from the doctor 
of former days, comprehensive in his scope, to the modern 
who, though the facilities for diagnosis and treatment are 
so much better, refers more and more to hospitals and 
specialists, is leading to a change in the popular regard of 
“the doctor.” He is losing his former prestige. There 
remains also the tendency, common to all governments, 
to take more and more control of the individual. 


AN AMERICAN REPORT ON THE NATIONAL HEALTH SERVICE* 


BY 


PAUL F. GEMMILL, Ph.D. 


Professor of Economics, Wharton School of Finuw ice and Commerce, University of Pennsylvania 


If I have any qualifications for speaking on the subject 
that has been assigned me, they are the direct result of 
the seven months I spent in 1956 in England, Scotland, 
and Wales studying the British National Health Service. 
My purpose in making this study was threefold. First 
of all I wanted to get an accurate, fairly detailed picture 
of the Health Service in operation. Second, I wanted 
to inquire into some questions that had been raised— 
in some cases by my fellow-Americans—about the 
adequacy and efficiency of the Service. Third, I wanted 
to hear from the British people themselves—and par- 
ticularly from general practitioners and patients—how 
they felt about their National Health Service after eight 
years of experience with it. 

Just before we sailed for England last year a friend 
asked my wife how we expected to spend our time. 
When told that I was going to make a study of the 
National Health Service, she exclaimed: “ Oh, socialized 
medicine ! I hope he isn't for it!” My wife gave what 
I am sure was the perfect answer: “ He isn’t making a 
study for it or against it,” she said; “he is making a 
study of it.” That is precisely what I tried to do, and 
(so far as I am able to judge) succeeded in doing. 

I think Mark Twain had the right idea about handling 
certain kinds of controversial issues, if we may believe 
a story so venerable that the younger members of my 
audience are unlikely ever to have heard it and the 
others will have had ample time to forget it. It runs 
to the effect that Mark Twain was a guest at a small 
dinner in the course of which a discussion arose as to 
the relative merits’ of heaven and hell. By and by one 
of the ladies turned to him, and said: “ Mr. Clemens, 
you haven't given us your opinion. Won't you tell us 
what vow think about the relative merits of heaven and 
hell?” “* Madam,” he replied, “I am silent of neces- 


sity. I have friends in both th places.” 


*Presented to the International Insurance C Conference at Phila- 
delphia on May 22, 


So far as the N.H.S. is concerned, I am in much the 
same position as that described by Mark Twain, in that 
I have “friends in both places "—British friends who 
praise the Service enthusiastically, and other British 
friends who criticize it with vigour. Following Mark 
Twain's lead, I have no intention of taking sides. My 
present task, as I see it, is to try to do a job of accu- 
rate reporting; and I shall stick as close as possible 
to the news columns and do my best to keep away 
from the editorial page. Having heard this, you will 
certainly not expect me to present “ an American view ~ 
of the British Health Service, in the sense of presuming 
to make a personal appraisal of it. What you may 
depend upon getting is a plain, unvarnished account of 
what some British doctors and British patients told an 
American who was trying to learn all he could about 
their nation-wide system of medical care. , 


Development of the Service 


I should like, first of all, to emphasize the fact, which is 
not too well known in the United States, that the National 
Health Service is not a scheme that was hastily thrown 
together but a piece of social provision which had its 
beginning some forty-five years ago and has been discussed 
almost continuously ever since ; and that the Liberal Party, 
Labour Party, and Conservative Party have all played a 
part in its development. 

British writers usually date the beginning of the Service 
back to 1911, when David Lloyd George, the Chancellor of 
the Exchequer, managed to put through Parliament the 
National Insurance Act, the country’s first compulsory 
health insurance Bill. Contributions to this scheme were 
compulsory for all manual workers with annual incomes 
smaller than £160 (about $775 at that time), and for all 
employers. An insured worker was entitled to “family 
doctor” care from a practitioner of his own choosing, and 
to free medicine, but not to specialist or hospital care ; and 
a married worker's insurance did not cover his or her spouse 
or their children. 
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The scheme caught on; and in 1930, and again in 1938, 
the British Medical Association (which in 1911 had opposed 
the Lloyd George Bill) urged that health insurance coverage 
be extended to dependants, and that its benefits be expanded 
to include specialists, ophthalmic, dental, and full maternity 
care. In February, 1943, the Churchill Coalition Govern- 
ment accepted in principle the “Cradle to Grave” Report 
of Sir William Beveridge, which recommended, among 
other things, a national health service which would provide 
“full preventive and curative treatment of every kind for 
every citizen, . without an economic barrier at any point 
to delay recourse to it.” A year later the Churchill Govern- 
ment published, and thus made available for public dis- 
cussion, an 83-page White Paper describing a detailed 
but tentative proposal for a national health service which, 
in the words of Mr. Churchill himself, would “insure that 
everybody in the country, irrespective of means, age, sex, 
or occupation, shall have equal opportunities to benefit from 
the best and most up-to-date medical and allied services 
available.” 

The picture changed somewhat when, in 1945, the Labour 
Party came into power, and with it a new health scheme 
(the so-called Bevan Act) which for more than a year was 
discussed in public and debated in Parliament. While it 
was under consideration in Parliament the Lancet com- 
mented editorially : “ Seldom has a Bill been presented after 
so full a canvass of those affected, or so wide an explora- 
tion of alternatives.” The Bill was passed in 1946 by a vote 
of 261 to 113, to go into effect on July 5, 1948. Its actual 
operation—under a Labour Government from 1948 to 1951, 
and under the Conservatives ever since—has been marked 
by frequent arguments over details. But the principle of 
the National Health Service—free access for all to every 
kind of medical care—has been accepted by all political 
parties in Britain. 

The Inquiry 

And now I should like to report on the answers that 

doctors, patients, and others in Britain have given me in 
reply to specific questions. The information comes, so far as 
doctors are concerned, from 139 general medical practices, 
which (because many are partnerships) include 372 general 
practitioners who provide family-doctor service for about 
850,000 0 patients. * 
* Responsibility for the “choice “of participants the survey is 
entirely my. own. I neither sought nor received assistance in this 
matter. Lacking facilities for getting a sample of general practi- 
tioners that could be called statistically representative, I picked 
14 centres of population; and, working out from these centres, 
I got “returns” from 48 English, Scots, and Welsh cities, 
towns, and villages—which included industrial, commercial, resi- 
dential, resort, university, shipping, and other types of com- 
munities. In choosing specific doctors for interviews I used the 
N,HLS. general-practice lists found in post offices, selecting from 
them both one-man practices and partnerships of various sizes, 
and also practices in different parts of a city or town. I then 
inte rviewed the doctors in their surgeries; or, if a personal inter- 
view could not be arranged, left a questionary together with 
stamped envelope for its return to my Philadelphia address. The 
average number of patients per doctor in the practices surveyed 
was 2,283, which happened to _be almost identical with the 
average for Britain as a whole. These doctors were requested to 
answer 31 questions, and co-operated most generously. For their 
many courtesies and invaluable help, so willingly extended, I am 
deeply grateful. 

In seeking information from N.H.S. patients, I placed question- 
aries for patients in the hands of 1,500 prospective participants, 
personally or by mail, aiming at and obtaining substantial diver- 
sity in location, age, sex, occupation, and economic status. Each 
questionary was accompanied by a printed explanation of the 
purpose of the survey, and by a stamped envelope directed to my 
American address, making it easy for those solicited to answer 
or not answer, as they preferred. Twenty questions were asked, 
and nearly all were answered. Patients were asked to ss 
their anonymity by omitting their names. Returns from the 600 
participating patients (40% of all who were invited) showed a 
wide distribution geographically (49 counties); occupationally (93 
classifications, including skilled and unskilled workers, housewives, 
bank officers, business executives, sales people, retired persons, 
civil servants, professional men, and so on); and economically 
(stretching over ten income brackets running from a ‘low of 
“under £250” ($700) to a “high” of over £3,500" ($9,800) a 
year). From the procedure used, it follows that the answers to 
my questions do not necessarily reflect the opinion of N.H.S. 
general practitioners and patients in Britain as a whole. 


AMERICAN REPORT ON THE N. LHS. 


SUPPLEMENT to THE 
British MEDICAL JOURNAL 


Some of the views on the National Health Service that 
kave been expressed in both Britain and the United States 
have stated quite bluntly that the general practitioners in 
the Service were leading a pretty miserable existence because 
of overwork—that the Ministry of Health had given them 
ar, exceedingly heavy load of “paper work”; that their 
patients (because the Service was free) kept them busy 
attending to the most trivial ailments ; that, in general, the 
doctors had so many patients they could not possibly give 
them proper care ; and so on. 

What do the doctors themselves have to say about these 
charges of overwork ? How serious, for example, is the 
problem of paper work, which includes keeping medical 
records for each patient; issuing medical certificates of 
many kinds; and, indeed, handling any or all of the 43 
“forms in general use by doctors,” the mere listing of which 
fills two pages of the Medical Practitioners’ Handbook ” 
The fact is that some of these forms are used often, 
others seldom, and still others almost never. To my ques- 
tion: “Do you find the volume of ‘paper work’ very 
burdensome ? ” only 39° of my doctors said Yes, while the 
other 61% said No. Some doctors volunteered the informa- 
tion, which was later widely confirmed by others, that the 
increase in certain kinds of paper work has been largely, 
if not fully, offset by the almost total disappearance of one 
especially unpleasant type—sending out bills for services 
rendered to private patients. To-day, because of the N.HLS., 
such patients comprise less than 5% of the population. 


It should be noted that the trend towards general- 
practitioner partnerships which has been apparent since the 
start of the Service in 1948 has helped to lessen the burden- 
someness of paper work. A partnership of two or more 
doctors is often able to afford secretarial help, and thus is 
relieved of much of the handling of medical records and 
other office chores which are performed personally by many 
of the single-handed practitioners, as the British call them. 


Patients’ Visits 

There is a fairly general agreement among British general 
practitioners that patients do sometimes make nuisances of 
themselves. (American doctors may have a similar feeling 
about their patients, but in the United States the patients are 
at least required to pay each‘time for the privilege.) In this 
connexion I asked the British doctors this question: “Do 
patients, often, occasionally, or almost never take up your 
time with very minor ailments ?” Here are their answers: 
49% said often; 30% occasionally; 21% almost never. 
From these replies it would seem that four-fifths of these 
doctors (those who said “ often” or “ occasionally’) feel 
that part of their time is being spent on patients who need 
little or no medical treatment. 

Having duly recorded each doctor's answer, I frequently 
pursued the matter a little further, asking, “What do you 
consider a very minor ailment?” The wide variety of 
reactions to this query suggests the improbability of being 
able to arrive at a workable definition which would enable 
the layman to know, in the absence of considerable pain, 
whether or not his condition warranted a visit to or from 
his doctor. Several doctors argued strongly that it is the 
doctor's job, and not his patient’s, to decide whether there 
is need for treatment, and that patients should be en- 
couraged to seek medical advice freely. One doctor put 
it this way: “A patient should see his doctor whenever he 
feels at all below par. If he doesn’t, he will be worried 
about his condition. What many patiefits need most of all 
is reassurance.” 

Though very frequent office visits are commonly regarded 
as a nuisance, especially when, in the doctor's judgment, 
they turn out to be unnecessary, they are not always rated 
by him as “ unproductive labour.” “Do you think,” | 
asked my doctors, “that requests for medical attention for 
very minor ailments lead often, occasionally, or almost never 
to the prevention of serious ailments or to their detection 
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while still in their early stages?” The answers were: 
often, 11% ; occasionally, 60° ; almost never, 29%. These 
replies are particularly interesting when considered side by 
side with the answers to the previous question. For against 
the gloomy conclusion reached by most of these practi- 
tioners, that some of their time is taken up by people with 
very minor ailments, can be set the countervailing considera- 
tion that their patients’ ready access to medical service does 
sometimes lead to the prevention or early detection of 
serious ailments. 


Quality of Medical Care 


Are British doctors overwhelmed by having too many 
patients to look after? I decided to ask the doctors them- 
selves. Those who took part in my survey have an average 
of 2,283 patients each: 53°, of them have fewer than this 
average, 479% have more. A very few have maximum lists 
of 3,500 patients. Most of these doctors have at least two 
and often three office-hours (called “surgery-hours” in 
Britain) a day. Though an office-hour is nominally 60 
minutes, it sometimes—and in the winter very often—runs 
to 120 minutes or more ; and sandwiched in between these 
office sessions are visits to the homes of house-bound 
patients. British general practitioners are also subject to 
emergency calls at any time. 

To these busy doctors I put the following question: “ With 
your present list of patients, do you find it reasonably easy, 
or difficult, or almost impossible to give them what you 
regard as adequate medical care?” The answers may 
surprise you, as indeed they surprised me; for 58.8%, said 
they found it reasonably easy, 37.8% found it difficult, and 
only 3.4% reported that it was almost impossible for them 
to do an adequate job. 

In about two-thirds of these returns, the report “ reason- 
ably easy ” came from doctors with fewer than the average 
number of patients, and the answer “ difficult ” or “ almost 
impossible” from those having more than the average— 
as one might perhaps expect to be the case. However, 13% 
of the doctors who answered “ difficult ” or “ almost impos- 
sible” had fewer than the average, and in two instances 
fewer than a thousand patients ; while 18$°% of those who 
had more than the average, and often the maximum or near- 
maximum number of patients, replied that it was “ reason- 
ably easy ” to give them adequate medical care. 


Problem of Waiting 


The problem of “long waits ” is understandably a matter 
of special concern to patients. Waiting of any kind is likely 
to be tedious business, and waiting for medical service is 
no exception to the general rule. Though medical attention 
is not always sought promptly, it is a type of service which, 
once it has definitely been decided upon, is usually wanted 
without delay. Waiting in doctors’ offices and in out- 
patient departments of hospitals is an old story in Britain, 
but it increased enormously with the greatly expanded 
demand that followed the introduction of nation-wide 
medical provision in 1948, and much has been written and 
spoken (especially by persons unfriendly to the Service) 
about the interminably long waits to which the Health 
Service patients are said to be subjected. 

Some of these waits are indeed long, but some are quite 
short, as I can testify from considerable experience. I 
think it highly probable that in 1956 I did more waiting to 
get general-practitioner attention than any other person in 
Britain. The attention that I wanted was interviews with 
the doctors, who granted them willingly and generously. I 
discovered that the simplest way to meet a doctor was to 
walk into his waiting-room, unknown, and unannounced, 
and join the patients who, true to the good old British 
custom of “ queuing up,” were waiting their turns to enter 
the consulting-room. By waiving my turn and waiting until 
the last of the bona-fide patients had gone in, I was ‘able 
to talk to the doctor at once or to arrange for an interview 


at his convenience ; and meanwhile I could note approxi- 
mately how long each patient had had to wait, and how 
much time each was given by the doctor. 

From these “ long waits” of mine—often repeated three 
or four times a day for many weeks—I learned that the time 
a patient spends in the doctor’s waiting-room is long or short, 
depending upon such things as the hour at which he arrives ; 
the nature of the ailments of the persons who precede him, 
for this will affect the amount of the doctor's time they take 
up ; and the time of year, for waits are usually much longer 
in the busy winter season than in the relatively slack sum- 
mer. Unfortunately, much of this information proved in- 
teresting rather than important, for it did not lend itself to 
useful generalization. The question which I finally asked 
the patients I interviewed was this: “ How often, in the past 
year or so, have you had to wait as long as one and a half 
hours in the doctor's office before getting attention ?” 
6% replied that they usually had to wait that length of 
time ; 15% said occasionally ; 79% almost never. 

A similar question, but one relating to waits in hospital 
out-patient departments, asked how often these patients had 
had to wait more than two hours before seeing the doctor 
with whom they had an appointment: 13% answered that 
they usually had to wait longer than two hours ; 25% said 
occasionally ; 62°, almost never. Reporting great improve- 
ment in the matter of out-patient waits, the Minister of 
Health stated last year that in the vast majority of hospitals 
the average waiting-time (that is, from the time of the 
appointment to the time when seen by the doctor) “ does not 
now exceed 30 minutes, and is frequently less.” 


Hospital Service 


Though more than half of the total annual expenditure 
for the National Health Service consists of hospital and 
specialist costs, there has always been, and continues to be, 
a shortage of hospital service, both in-patient and out- 
patient, and a long list of applicants waiting for appoint- 
ments. For, despite the almost revolutionary improvements 
that were made in hospital plant and staff during and after 
the second world war, the unprecedented demand for 
hospital service which accompanied the adoption of the 
National Health Service in 1948 was one that was bound to 
outstrip supply for years to come. The latest published 
figures show that on December 31, 1956, there were in 
Britain 431,000 persons on hospital in-patient and out- 
patient waiting-lists. However, waiting-list figures show a 
decrease from a 1950 peak of 531,000 to the 1956 total of 
431,000—a slow but steady decline, year by year, except 
for 1953, when there was an unexplained increase over the 
preceding year. 

Among the people on waiting-lists are many kinds of ill- 
nesses and many degrees of urgency. Faced with a shortage 
of hospital facilities, the British follow the principle of first 
things first, and thus presumably ensure that patients whose 
lives might be endangered by a delay in treatment are cared 
for ahead of those whose ailments are of a less serious 
nature. The testimony of general practitioners seems to In- 
dicate that, in general, they can get hospital service for their 
patients when it is urgently needed. I asked the doctors : 
“When you refer patients to hospital for examination or 
bed-occupancy, do you have difficulty getting them admitted 
promptly ?” 734% said No; the other 264% said Yes, 
frequently adding “ unless very urgent,” and explaining that 
their greatest difficulty was gaining admission for chronic 
invalids and for the aged, who are likely to be long-term 
inmates once they get in. 

The notion—which had some currency in the early years 
of the Service—that “ patients who genuinely require hos- 
pital treatment are often kept out of hospital because the 
beds are occupied by persons with minor ailments ” found 
support from only 24% of the doctors questioned ; 20° 
said that this occurs occasionally ; according to 77% of the 
respondents, it almost never happens. 


>. 
SS 
2 
e 
e 
}- 
e 
il 
g 
is 
ir 
r. 
2] 
d 
of 
le 
n, 
m = 
4 
n- 
ut 
t, 
I 
or 
er 
yn 


20 Jury 5, 1958 


To the short but important question, “ Would it be correct 
to say that ‘an emergency case can always get into hospital 
promptly’? the answer from 98% of the doctors was an 
unqualified Yes. 

Remuneration 

The question of doctor’s pay has been much discussed in 
Britain during the past year or so. The general practitioner 
has a “ panel” (or list) of patients who have chosen him as 
their personal or family doctor. His chief source of income 
is a specified payment of so much a year—called a “ capi- 
tation” fee—which he receives for each of his listed patients. 
This fee is 17s. ($2.38) a year for each of a doctor's first 
500 patients, 27s. ($3.78) a year for each of the next 1,000 
patients, and then back to 17s. each for the remainder. 

A general practitioner with the average number of patients 
(about 2,300) receives in capitation fees a gross annual 
income of £2,455, which is equivalent to $6,874 at the 
current rate of exchange. A doctor with a panel of the 
maximum size that is permitted (3,500 patients) is paid 
£3,475 ($9,730) in capitation fees. After subtracting the 
necessary costs of running his practice (about one-third of 
the gross income), the doctor with an average panel will have 
left from his capitation fees a net income (before taxes) of 
£1,637 ($4,584) and the doctor with a full panel approxi- 
mately £2,317 ($6,488). (Because consumer prices are lower 
in Britain than in the United States, these amounts in dollars 
must be raised about 25% if they are to reflect British 
purchasing power accurately. For example, an English 
general practitioner with a net income of £2,317 ($6,488) 
can buy with this amount of money a standard of living 
comparable to that purchasable with $8,110 in the United 
States.) 

Doctors on the staffs of British hospitals differ widely in 
pay, with incomes running as high as £5,300 ($14,840) a year 
for a small number of top-level “ medical consultants,” and 
as low as £1,100 ($3,080) for first-year “ senior registrars.” 
The maximum basic salary for full-time consultants is 
£3,100 ($8,680) a year; but the payment of “ distinction 
awards” in recognition of special merit brings an additional 
$1,400 a year to 20%, $4,200 to 10%, and $7,000 to 4% of 
the total number of consultants. Raising these dollar 
figures by one-fourth to make allowance for Britain’s lower 
consumer prices, we see the possibility of 34% of the more 
fortunate British consultants getting salaries equivalent to 
American incomes of $12,600, $15,400, or $18,550. 

General practitioners and part-time consultants may also 
accept private patients, and may supplement their incomes 
in other ways that do not interfere with their giving proper 
service to their National Health Service patients. However, 
my survey showed that about four-fifths of the general prac- 
titioners were getting more than 90% of their income from 
Health Service practice, and that this pay was made up over- 
whelmingly of capitation fees. 

In 1956, general practitioners with the average number of 
patients (but with no other source of income) were in the 
highest 2.4% of British income-getters. Those with the 
maximum of 3,500 patients were in the highest 1.4%, as 
were also all full-time consultants of at least three years’ 
standing. Though these figures might seem to indicate that 
doctors as a class are doing relatively well, the fact remains 
that they have made frequent requests for increases but 
have had no boost in pay in the past six years. They have 
recently been pressing their demand in. unusually vigorous 
language, insisting that the much-cited “Spens Reports ” 
promised them money incomes that would keep pace with 
changes in the cost of living. According to the British 
Medical Journal: “ Doctors are united in considering that 
the Government, by its apparent repudiation of the Spens 
Reports, has broken faith with the profession.” The 
Government's stand has been that “in the present circum- 
stances (the serious inflationary threat that the country is 
facing), it would not be right to give consideration to a claim 
for a general increase in medical remuneration.” The 
Government has set up a Royal Commission to study the 
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whole situation, granted an interim pay increase of 10% 
to junior grades of hospital doctors and dentists, and im- 
plied that there would be interim increases for others as 
well. But there were no deafening cheers of approval from 
the doctors, by whom these actions were construed as tactics 
of delay. 

It is all very confusing, especially to foreigners, who may 
not have followed closely the lively give-and-take that has 
marked negotiations between the Ministry of Health and 
the medical profession in the past dozen years. Americans, 
reading in their daily papers some months ago that the 
British Medical Association was making plans for a 
“ selective withdrawal” from the Service in October, 1957, 
might have supposed that the very survival of the National 
Health Service was in danger. However, the New York 
Times reported on May 2, 1957, that the British Medical 
Association had voted “to defer indefinitely a decision on 
a plan for the progressive withdrawal of general practitioners 
from the National Health Service”; but added that “a 
spokesman for the Medical Association’s Council made it 
plain that the withdrawal plan would be revived if the physi- 
cians were not satisfied with the findings of the Royal Com- 
mission appointed to inquire into the dispute.” Predictions 
are always risky, but it is a fairly safe guess that withdrawal 
from the Service is not in the cards, Among the reasons 
for regarding a concerted (or even “ selective ~) withdrawal 
by the doctors as unlikely are the difficulty of practising 
medicine outside the Service, the possibility of endangering 
the doctors’ claims to valuable annuity rights and other 
highly prized benefits which are payable at retirement or 
death, and the widespread antagonism that withdrawal would 
arouse among the British people, with whom the Health 
Service is exceedingly popular, and who (as the Lancet 
points out) “do not readily understand how doctors justify 
an average ‘wage claim’ for an additional £10 a week, 
which is more than many of them earn altogether.” 

But no doubt the strongest of all deterrents to withdrawal 
would be the doctors’ devotion to their calling. British 
doctors may be overworked and underpaid, as their repre- 
sentatives claim they are ; but they believe in the importance 
of their job, and state with pride and a high degree of 
accord that under the National Health Service the medical 
needs of Britain as a whole are being better met than ever 
before. The dispute over pay may be sharp and even 
bitter, but surely not so explosive as to shatter or severely 
shake the great medical tradition that the patients’ needs 
always come first. “ Whatever is decided,” concluded the 
British Medical Journal in one of its spirited bouts with the 
Ministry of Health, “the public may be assured—if such 
assurance is really necessary—that the sick and the suffering 
will be cared for as they have always been.” 


Reactions to the Service 


What do the doctors who provide medical treatment, and 
the patients who receive it, like and what do they dislike 
about the National Health Service? Here is a quick and 
admittedly inadequate sketch of patient and doctor reactions 
to specific aspects of the Service, beginning with some of the 
things the patients do not like. 

Patients’ Dislikes—(1) In general, they dislike waiting. 
Waiting in doctors’ offices, though protested mildly, is 
usually taken pretty much in stride; but patients often 
speak -rather heatedly about long waits they have in the 
past had to undergo as hospital out-patients. (The recent 
improvement in out-patient waits, announced by the Minister 
of Health, may be expected to lessen criticism on this score.) 
(2) They dislike the small amount of time given them in 
the consulting-rooms of some doctors, though many patients 
state emphatically that their own doctors give all the time 
that is needed. (3) A relatively small number of patients 
express profound dislike of the dental charges—-maxi- 


mum £1 ($2.80) for “ conservative ” work—£4 3s. ($12) for 
dentures—of the charge for spectacles—about £1 10s. ($4.20) 
a pair—and even of the prescription charge—Is. (14 cents}— 
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per item. (4) They dislike having foreigners, while in 
Britain, getting medical care free. (According to competent 
authorities, abuse of this privilege by foreigners, though 
quite common in the early days of the Service, is no longer 
widespread.) 

Patients’ Likes.—Balanced against these dislikes are things 
which the patients say they like very much: (1) The fact 
that medical provision is now a matter of right and not 
charity. (2) The fact that medical care of high quality, 
formerly available only for the well-to-do, is now accessible 
to persons in even the lowest-income groups. (3) Confidence 
that the cost of a catastrophic illness will not wreck a 
family’s financial programme. (4) The comprehensiveness 
of the Service and its nation-wide coverage. 

General Practitioners’ Dislikes.—These include the follow- 
ing. (1) The doctor’s inability to sell his practice, which 
is no longer his personal property. (The compensation pro- 
vided by the Government for this loss of the right to sell 
the “ goodwill” in a practice is regarded by many practi- 
tioners as inadequate.) (2) The doctors dislike being unable 
to move readily to another area. (In the interests of having 
a better distribution of practitioners throughout the country, 
doctors are prevented from moving their practices into 
“ over-doctored ” areas, but are offered financial induce- 
ments to go to “under-doctored”™ parts of the country.) 
(3) As has been noted, the doctors are very unhappy that 
their pay has not kept pace with increases in the cost of 
living, and feel that the Government has not lived up to 
its promises in this respect. (4) The doctors dislike the 
requirement that private patients must pay for their medi- 
cine. Their objection seems to be twofold: first, they 
feel that this discrimination against private patients just 
isn’t cricket ; second, they regard it as a device designed to 
bring about the gradual but complete extinction of private 
practice in Britain. 

Doctors’ Gains—There are, on the other hand, many 
things about the Service which the doctors regard as definite 
gains: (1) They like the ability they now have to prescribe 
the best medicines (regardless of cost) for even the poorest 
patient, knowing that a lack of funds will not prevent the 
prescription from being filled. (2) They like the privilege 
of visiting their patients as often as they think desirable, 
without being suspected of making frequent visits for 
financial reasons. (3) They like the annuity scheme, which 
puts 6°, of their annual net income (together with 8% 
supplied by the Government) ipto a fund that provides a 
life annuity upon retirement. @) They like very much the 
great reduction that has taken place in “ out of bed” night 
calls, which (according to the doctors) became daytime or 
early-evening calls when the introduction of the Health 
Service made it possible to have these home visits without 
charge. (5) As I have said, the doctors are happy to be 
relieved of the need to bill their patients, and to be freed 
also from bad debts; and they like (in a profession that 
is highly seasonal) the stability that is provided by having 
four equal payments of income per year. (6) Finally, the 
doctors take satisfaction in the fact—to which I shall refer 
again—that, in their opinion, the medical needs of Britain 
as a whole are now being better met than ever before. 


Broader Aspects 


I turn now from doctor-patient views on specific aspects 
of the Service to appraisals of a broader nature. “From 
your personal experience,” I asked the patients, “do you 
consider the N.H.S. service better or worse than the service 
you got before 1948, or about the same ? * 37% said better ; 
13°, worse ; 50% about the same. 

To the very general question, “Do you feel that you are 
now getting satisfactory service of the several kinds provided 
by the Health Service?” 91°, of the patients answered 
Yes: 9% No. 

The “home services * supplied by the N.H.S.—specialist, 
midwife, home visitor, home nurse, and domestic help—have 


proved popular. Slightly more than one-half of the patients 
in my survey had used one or more of these services, and 
98° of the users pronounced them “ quite satisfactory.” 

How well the seriously ill are cared for is a matter of 
grave concern to patients and their families. This fact led 
to the following question: “Have you or a member of 
your household ever had, under N.H.S., what the doctor 
clearly regarded as a serious illness?” One-half of the 
answers were Yes; and the illnesses that were named in- 
cluded pneumonia, thrombosis, ulcers, punctured lung, heart 
ailments, polio, diabetes, cancer, and a host of others. Many 
of these patients were treated at home, others were in hos- 
pital from a few days to a year or more. What I especially 
wanted to know was how the patients themselves appraised 
the care they received—whether they thought it excellent, 
good, fair, or poor. 76%, reported that they had had excel- 
lent care; 18.9% said good; 2.9% fair; 2.2%, poor. In 
general, these patients were loud in their praise of the 
hospitals, doctors, and nurses. 

Seeking a professional appraisal of present-day British 
medical care, I asked the general practitioners this question : 
“Under N.H.S., are the medical needs of the country as a 
whole being better met, less well met, or cared for ‘ about 
the same’ as before N.H.S.?” The answers were: Better 
met, 87° ; less well met, 3°, ; about the same, 10%. 1 also 
put to the doctors a question about the permanence of the 
Service: “Do you regard the N.H.S., or something of 
substantially the same nature, as a permanent British institu- 
tion—that is, is it here to stay?” 984°, said Yes: 14 
said No. When this question was put to Members of 
Parliament (Conservative and Labour), to journalists, to uni- 
versity professors, to business men, and others outside the 
field of medicine, the answer was again almost unanimous}: 
Yes. 

I was not the only one in Britain in 1956 who was asking 
doctors and patients about the Health Service. I think you 
may be interested in two questions asked in a nation-wide 
poll taken by the Britjsh Institute of Public Opinion (the 
Gallup Poll) in June, 1956. The first, directed to general 
practitioners, read: “Suppose you had a chance to go back 
and vote on whether the N.H.S. should be started or not 
How would you vote—in favour of starting it, or against 
starting it?” The answers: In favour, 67°, : against, 31° 
undecided, 2° The second Gallup question was for the 
patients: “As far as you personally are concerned, how 
would you rate N.H.S.—favourably or unfavourably ? ” 
The answers were : favourably, 89°, . unfavourably, 4 
undecided, 7%. 


Conclusion 


I found in Britain no tendency to claim for the National 
Health Service anything approaching perfection. I do not 
recall talking with anyone who did not mention the need 
for more dentists and nurses, more general practitioners and 
smaller “ panels” of patients, more adequate health provi- 
sion for the aged and mentaliy ill, more capital investment 
in hospitals, more emphasis upon preventive medicine, better 
integration of all parts of the Service. or some other short- 
coming which I was told must one day be taken care of. On 
the whole, however, the British attitude seems to be one o! 
restrained optimism, as is indicated by this observation from 
an administrative officer of a London hospital: “We know 
all too well the many problems we must solve.” he said, 
“but we know, too, that we have something worth while. 
and we shall never stop trying to make the Service better 
until we have finally won through.” 

I close my report of British opinion on the National 
Health Service with a final word of appraisal from a Con- 
servative Member of Parliament, who said to me: “We 
do not have a first-class, but only a second-class medical 
service. However, before 1948 it was only fourth-class. 
It has been improving ever since, and by and by we shall 
have a Health Service that is truly first-class.” 
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RESOLUTIONS OF THE REPRESENTATIVE BODY ON THE N.H.LS. 


Reproduced below are some of the resolutions adopted 
by the Representative Body of the B.M.A. on the sub- 
ject of the National Health Service during the period 
1944-57—that is, the four years of preparatory work and 
the first decade of the operation of the National Health 
Service Act. 

Preliminary Events 


In 1940 a Medical Planning Commission was set up by 
the B.M.A., with the co-operation of the Royal Colleges 
and the Royal Scottish Corporations, to “study wartime 
developments and their effects on the country’s medical 
services, both present and future.” 

In November, 1942, before the Commission’s suggestions 
had been fully discussed, Sir William Beveridge published 
his report and recommendations. He assumed—* Assump- 
tion B “—that there should be 


**Comprehensive health and rehabilitation services for preven- 
tion and cure of disease and restoration of capacity for work, 
available to all members of the community.” 


The Government accepted Assumption B and invited the 
profession to enter into discussions on its implementation. 
A Special Representative Meeting in April, 1943, resolved: 

That the Government's invitation to enter into discussions 
without commitment be accepted. 

That a committee representative of the profession as a whole 
should, in response to the Government's invitation, now enter 
into discussions with representatives of the Minister of Health 
on “a scheme for comprehensive health and rehabilitation ser- 
vices, for the prevention and eure of disease and restoration 
of capacity for work, available to all members of the com- 
munity ” (Assumption B of the Beveridge report), in the light 
of the following undertakings now given: 

(a) That, at the conclusion of the discussions and at the 
appropriate time or times during the discussions, but in any 
case before negotiations open and before any proposals are 
submitted by the Government to Parliament, the full machinery 
of the Association, including the Council and its Committees, 
Groups, Panel Committees, Divisions, and the Representative 
Body, will be used to consider the Government's proposals and 
to decide the Association’s views thereon. 

(b) That every practicable step will be taken to give all mem- 
bers of the profession, whether members or non-members of 
the Association, an opportunity to express their views and in 
particular that every practicable step will be taken to give to 
members of the profession on service an opportunity of express- 
ing their views, to assess those views, and to present them to 
the meeting or meetings of the Representative Body called to 
consider any proposals by the Government. 


A.R.M., 1944 


The Representative Body debated the Government's 
White Paper on its proposals for a National Health Service, 
and resolved : 

That the Representative Body wishes to put on record that this 
Body would resist to the utmost any Government control of 
doctors in clinical matters, or any interference in the present 
doctor-patient relationship, and that no doctor be compelled to 
undertake medical practices which are contrary to his conscience 
freely exercised. 

That no scheme for a National Health Service shall be accepted 
which does not allow to the individual medical practitioner full 
rights of scientific and political publication, freedom of speech, 
including the right to criticize the service, and full political rights. 


Availability of Service 
The meeting gave its views on the “100%, issue ~ in the 
following resolution: 


That pending further information on: (1) the general profes- 
sional and administrative arrangements, both central and local, 
(2) the machinery whereby private practice is to be continued, 
including safeguards to secure its preservation for those members 
of the community who are able and willing to provide the medical 
service for themselves, there be affirmed the view of the A.R.M.. 


1943, “that a comprehensive medical service should be available 
to all who need it, but it is unnecessary for the State to provide it 
for those who are willing and able to provide it for themselves.” 


General Principles 


Approval was given to the following principles which 
should govern the provision of the Health Service: 

(1) Freedom for people to use or not to use these facilities at 
their own wish; no compulsion into the new service, either for 
patient or for doctor. (2) Freedom for people to choose their 
own medical advisers. (3) Freedom for the doctor to pursue his 
professional methods in his own individual way. (4) The personal 
doctor-patient relationship to be preserved, and the whole service 
founded on the “ family doctor ” idea. (5) The responsibility for 
organizing and running the new service should be placed on the 
shoulders of the profession to the greatest extent possible without 
sacrificing the ultimate control of public expenditure by Parlia- 
ment and the local authorities. (6) The service should not be a 
full-time salaried service under Government or local authority 
control. 

The Representative Body approved the paragraph of the 
Council’s report in which the following sentence occurs: 

Neither a corporate body nor a department can of itself prove 
satisfactory unless the arrangements within it and in association 
with it are such as to secure the fundamental requirement that, 
subject to the responsibility of the Minister to Parliament. 
responsibility for medical policy and medical advice is borne by 
the medical profession. 

It was also resolved: 

That it be an instruction to the Association's representatives on 
the Negotiating Committee that, without prejudice to other issues, 
including the 100% question, remuneration and compensation, 
consideration of administrative structure, central and local, should 
precede consideration of all other questions, and that agreement 
on this subject is an essential prerequisite to discussion of other 


subjects. 
S.R.M., 1945 


A Special Representative Meeting was called on May 3 
to discuss proposals for the administration of the Health 
Service. It agreed that an administrative plan proposed 
by the Minister be generally approved as a workable basis 
of the new Health Service, subject to reconsideration on the 
following points: (a) That the Ministry of Health should 
be concerned with all civilian health services in which the 
Government is involved and with none other. (b) That the 
local organization should function so as to secure really 
effective planning at the regional level and a proper integra- 
tion of all local medical services, consultant, specialist. 
general practitioner, and other. (c) That, in relation to the 
suggested “single executive authority” areas, the area of 
planning should be related to natural medical areas and the 
area machinery should conform to that proposed for the 
composite areas. 

100°, Issue 

The 100% issue was again debated and the following 
resolution resulted: 

That the AsSociation, regarding the 100% issue as one for 
Parliament to decide, is willing to negotiate terms and conditions 
for such a 100% service, if such be decided upon, provided that 
ample safeguards are introduced to ensure that any member of the 
community, whatever his income, should be enabled to obtain his 
medical service, in part or in whole, privately, as for example by 
grant-in-aid provisions. (Carried by a large majority. A preced- 
ing motion that there should be an income limit for people using 
the service was lost by 162 to 64.) 


A.R.M., 1945 


The Representative Body defined its policy for safeguard- 
ing private practice: 


That all persons compulsorily insured should have the right to 
opt out from the Government service in matters of medical advice 
and treatment and receive a financial grant towards a private 
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contract, and that no new agreements be entered into which do 
not effectively safeguard this right; that insured patients should 
be in a position to assign to the hospital or nursing institution of 
their choice any financial grant received through their health 
insurance authority. (Carried by 114 to 74.) 

That Council be requested to give concrete proposals safeguard- 
ing private practice under the 100% National Health Service. 


S.R.M., 1946 


The Government published its N.H.S. Bill, and 2 Special 
Representative Meeting was held on May | and 2. 

The meeting supported the following principles stated 
by the Negotiating Committee and was prepared to support 
the Negotiating Committee in ensuring that they were not 
infringed, 

(1) The medical profession is, in the public interest, opposed 
to any form of service which leads directly or indirectly to the 
profession as a whole becoming full-time salaried servants of the 
State or local authorities. 

(2) The medical profession should remain free to exercise the 
art and science of medicine according to its traditions, standards, 
and knowledge, the individual doctor retaining full responsibility 
for the care of the patient, freedom of judgment, action, speech, 
and publication, without interference in his professional work. 

(3) The citizen should be free to choose or change his or her 
family doctor, to choose, in consultation with his family doctor, 
the hospital at which he should be treated, and free to decide 
whether he avails himself of the public service or obtains the 
medical service he needs independently. 

(4) Doctors should, like other workers, be free to choose the 
form, place, and type of work they prefer without governmental 
or other direction 

(5S) Every registered medical practitioner should be entitled as a 
right to participate in the public service. 

(6) The hospital service should be planned over natural hospital 
areas centred on universities in order that these centres of educa- 
tion and research may influence the whole service. 

(7) There should be adequate representation of the medical pro- 
fession on all administrative bodies associated with the new 
service in order that doctors may make their contribution to the 
efficiency of the service. 


Opposition to Bill 

The meeting expressed its opposition to the Bill as 
follows: 

That the profession, while anxious and willing to co-operate 
with the Government in evolving a complete Health Service, is 
opposed on grounds of public interest to certain important 
features of the Government's proposals which render the Bill, in 
its present form, not only unacceptable to the profession, but also 
constitute strong reasons for advising the public against its 
acceptance. (Carried nem. con.) 

That this meeting considers that the standard of a Health Service 
depends appreciably upon the maintenance and development of a 
high degree of skill, initiative, and sense of responsibility in the 
general practitioner, and that these qualities will be discouraged 
by the proposals of this Bill, which places hospitals, general prac- 
titioner services, and public health facilities under three separate 
organizations. This meeting presses for an amendment to the 
Bill whereby the family doctor will be assured of the right to 
assume personal responsibility in hospital for such of his patients 
as come within his scope, thus working in collaboration with the 
specialist services as a respected member of a team, rather than 
ecting as a mere signpost to the various departments. ; 

That this meeting disapproves of the administration set out 
in the White Paper, especially as to the powers given to the 
Minister, and demands that the Central Health Services Council 
shall have the right to guide the Minister and the right to publish 
its recommendations. 

That this meeting views with great disfavour the transference of 
hospitals to State ownership and the consequent destruction of 
local interest in hospital services, and the confiscation of trust 
funds intended by donors for specific purposes. 


Conditions of Service 
The Bill proposed that the sale of goodwill of practices 
should be abolished, and the Representative Body resolved: 
That this meeting regards as essential to the freedom of the 
patient and the profession the right to buy and sell practices as 
ui present. (Carried by 229 to 13.) 


It also laid down as Association policy that: 

The freedom of the citizen requires that not only shall he be 
free to obtain his medical care privately but that the financial 
and administrative arrangements should not be such as to penalize 
him or his doctor if he does. 


The meeting asserted that “subject to their fulfilling the 
normal professional requirements, doctors should have 
every facility to transfer from one branch of the service 
to another.” It also resolved: 

That the remuneration of general medical practitioners under 
any National Health Service should take the form of an adequate 
capitation fee without a fixed part salary and without a tapering 
scale of payment. (Carried by 209 to 8.) 

That the specialist in the National Health Service should have 
the right to decide whether he will do part- or full-time work. 

That any doctor while practising privately, either in special or 
in general practice, must enjoy the same privileges and rights 
and have all the facilities for treating his patients as are now 


held by all registered practitioners. 

That general practitioners should have the same privileges as 
specialists and consultants in regard to pay beds in hospitals. 

The availability of the service was again debated and it 
was resolved: 

That all persons should be compulsorily insured and a complete 
medical service should be made available to all who need it or 
desire it, provided that a State monopoly of medicine is avoided. 

That the patient who elects to obtain medical advice privately 
shall not be required to pay for drugs and appliances. 


G.P. Spens Report 
The Representative Body unanimously approved a recom- 
mendation of the Council: 
That the Representative Body welcomes and approves the 


majority report of the Interdepartmental Committee on the Re- 
muneration of General Practitioners [the G.P. Spens Committee]. 


S.R.M., 1947 


A Special Representative Meeting was called on January 
28 to consider the following recommendation of Council: 


That the Association, having considered the final results of the 
plebiscite and the Minister's letter of January 6 to the Presidents 
of the Royal Colleges and desiring to secure for the people the 
best possible health service, is willing that discussions be entered 
inte with the Minister to that end, provided that such discussions 
are comprehensive in their scope, and that the possibility that 
they may lead to further legislation is not excluded: and that 
after the conclusion of these discussions, a second plebiscite of the 
profession be taken on the issue of entering the service. 

The Representative Body agreed to the recommendation 
by 252 votes to 17. The plebiscite referred to was held at 
the end of 1946, and the result (Journal, December 21, 1946, 
p. 957) showed an overall majority against entering into 
discussion with the Minister. 


S.R.M., 1948 


At a Special Representative Meeting on January 8. 
requisitioned by the Council to give a lead to the profession 
prior to a second plebiscite, the following declaration was 
resolved on with one dissentient: 

The elected representatives of the medical profession in Great 
Britain and Northern Ireland meeting in London this 8th day of 
January, 1948, solemnly declare that in their considered opinion 
the National Health Service Act, 1946, in its present form is so 
grossly at variance with the essential principles of our profession 
that it should be rejected absolutely by all practitioners. 


The second plebiscite showed that a 9 to 1 majority (in 
an 84°, poll) of the medical profession disapproved of the 
Medical Act in the form in which it then was (Journal, 
February 21, 1948, p. 353). A Special Representative 
Meeting on March 17 resolved: 

That the Representative Body, reaffirming the whole-hearted 
desire of the medical profession for a comprehensive health ser- 
vice available to everyone, urges that in the public interest such 
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changes should be made in the National Health Service Acts of 
1946 and 1947 as are necessary to maintain the integrity of medi- 
cine and to prevent doctors being turned into State servants with 
harmful consequences to patient and doctor alike. The Repre- 
sentative Body therefore expresses the hope that the Government 
will make it possible for the profession to co-operate by making 
such changes, and states its view that it is not in the best interests 
of the public or of medicine for members of the profession to 
enter the service until such changes are made. (Carried 
unanimously.) 

That, in view of the recent B.M.A. plebiscite result, which ex- 
pressed a 90% disapproval of the National Health Act in its 
present form, the Representative Body, while agreeing with a com- 
prehensive health service available to everyone, requests that it 
should be postponed until the necessary hospitals and other 
facilities have been built and equipped and the personnel for a 
complete service have been trained. 

Many other resolutions critical of particular provisions 
in the Act were passed. 

A Special Representative Meeting was held on May 28 to 
decide Association policy in the light of the results of a 
third plebiscite held in April, after the Minister had made 
some concessions to professional opinion. In a 77% poll, 
2 out of every 3 doctors still disapproved of the Act. In 
answer to a question on accepting service under the Act, 
12.799 were in favour, and 13,891 against (Journal, May 8, 
1948, p. 893). The S.R.M. resolved: 

That, despite the insufficiency of the safeguards to the profes- 
sion’s freedoms and the misgivings of a substantial section of the 
profession, the Representative Body, anxious as ever that in the 
public interest a comprehensive health service should be made 
available to the community, is prepared to advise the profession 
to co-operate in the new service on the understanding that the 
Minister will continue negotiations on outstanding matters, in- 
cluding terms and conditions of service for consultants and 
specialists, general practitioners, public health officers, and others. 

That the Representative Body urges the profession to maintain 
its strength and unity in order to mould the service in accordance 
with the public interest and with enlightened professional opinion 
and continuously to protect the profession's legitimate freedoms 
and interests. 


S.R.M., 1949 


A Special Representative Meeting on March 29 debated 
general-practitioner remuneration, and resolved: 

That this meeting is greatly disturbed by the serious financial 
position created by the National Health Service for many general 
practitioners, and wishes to support the efforts of the General 
Medical Services Committee to obtain an adequate betterment 
factor in the implementation of the Spens Committee report. 


A.R.M., 1949 


In May, 1949, the Minister presented to Parliament a Bill 
to amend certain parts of the N.H.S. Act. The Representa- 
tive Body, meeting in June, commented as follows: 


That this meeting registers its profound dissatisfaction at the 
Minister's breach of faith in not honouring his undertaking to 
consult the medical profession before presenting the Amending 
Bill to Parliament. (Carried unanimously.) 

That disappointment and resentment be expressed by the Repre- 
sentative Body at the failure of the Minister to include in the 
Amending Bill provision for the free supply of medicines and 
scheduled appliances to private patients. 

That as the Minister of Health has withdrawn the official 
assurances and undertakings, repeatedly given to the profession, 
on the question of arbitration in the event of a dispute, this 
Representative Body demands that effective action be taken forth- 
with to insist that arbitration machinery (including arbitration for 
resolution of disputes involving finance) be set up, and that 
demands for arbitration by the profession shall not be subject to 
the Minister's veto. 

This Representative Body therefore calls upon the Minister of 
Health to redeem his Government’s pledges by the necessary 
alteration in the Amending Bill. (Carried unanimously.) 

The Representative Body also “regretfully recorded” 
that the Minister and Ministry of Health had shown “ little 
or no desire for co-operation with the medical profession ” 
and had “ met the profession’s suggestions with indifference 
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and procrastination,” and that these were added reasons 
why the service was “falling far below the standard the 
public were led to expect.” 


A.R.M., 1950 
The Representative Body called for reform of the Health 


Service: 

That this meeting considers the time long overdue when the 
B.M.A. should formulate a detailed programme of reforms the 
profession desires to be adopted in relation to the National 
Health Service, and instructs Council to draw up such a list 
forthwith for submission to, and discussion by, Branches and 
Divisions. 

It approved resolutions of the Conference of Local Medi- 
cal Committees on (a) the claim for an adjustment of the 
remuneration of G.P.s ; (b) the lowered status of the G.P. ; 
(c) relation of G.P.s to hospitals. It instructed Council to 
continue to try to get the principle that private patients are 
entitled to free medicines and appliances accepted by the 
Government. And it expressed concern about registrars in 
the following resolution : 

That in view of the large number of trainee specialists and the 
few specialist appointments available, the future position of such 
trainees be considered urgently by the Central Consultants and 
Specialists Committee so that these men might know their 
prospects. 


A.R.M., 1951 


The Representative Body recorded “that, although gen- 
eral practitioners are referred to as ‘the backbone of the 
profession,” their opportunities for clinical work in the 
National Health Service have diminished. This seriously 
imperils their status and is contrary to the public interest.” 
The meeting urged the G.M.S. Committee to bring con- 
tinually to the notice of the Ministry the need for increas- 
ing the scope of the general practitioner services. It instruc- 
ted the Council: 

That since private practice supplies an indispensable element 
in this country’s medical services, the Council should press 
urgently and jnsistently for the removal of the liabilities imposed 
by the National Health Service Act on private practitioners and 
their patients. , 


S.R.M., 1951 


A Special Representative Meeting was called on Decem- 
ber 13 to consider Council’s report on the reform of the 
National Health Service. The following resolutions, among 
others, were passed: 


That an amending Act should provide for the establishment 
of a National Health Service court of arbitration to which could 
be referred by the Ministers or representatives of the Manage- 
ment or Staff Side of Whitley Council disputes on the terms of 
service, including remuneration, without the consent of the other 
party, whether existing terms or new terms affecting any section 
or individual member of the profession. 

That the present control exercised by regional hospital boards 
be modified so as to permit to hospital management committees : 
(a) a wider measure of executive powers ; and (5) a greater 
measure of financial authority ; and (c) these committees should 
include representatives of the general practitioners and public 
health medical officers elected by the profession in the area. 

That a scheme of block grants, similar to the university grants 
system, be devised for hospital finance, the grants being paid to 
hospital management committees, with amounts for capital and 
maintenance expenditure to cover as long a period as possible, 
surpluses being carried on from year to year. 

That there should be set up at all levels of hospital admini- 
stration co-ordinating machinery ...in the form of cross- 
representation and liaison of all branches of medical practice. ... 

That section 38 of the N.H.S. Act, 1946, be amended . . . to 
entitle patients obtaining their medical care privately to obtain 
drugs, spectacles, and appliances at the public expense on the 
prescription of the attending practitioner ...and any other 
hospital services, including pathology, x-rays, and physiotherapy, 
on the same terms as patients registered in the National Health 
Service. . .. 

That the National Health Service regulations be extended so as 
to provide disciplinary arrangements for the patient. 
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That medical advisory committees to advise boards of gover- 
nors, regional hospital boards, and hospital management com- 
mittees be elected respectively by the medical staff committees 
of teaching hospitals, by the medical staff committees of 
the non-teaching hospitals in the region, and the medical staff 
committees of the hospital group, statutory recognition to be 
given to the committees so electing and so elected. . . . 

That this meeting welcomes the recommendations of the first 
interim report of the Council [on reform of the Health Service]. 
but considers that the time is now opportune for consideration 
to be given to the amendment of the Acts as they now stand, 
with emphasis on decentralization, and unification of all parts of 
the service. 


A.R.M., 1952 


The Representative Body expressed its opinion on terms 
and conditions of service as follows: 

That it be an instruction to the Council to make ail possible 
efforts to achieve direct access to pathology and x-ray depart- 
ments for ali general practitioners. 

That this meeting is concerned that after four years’ operation 
of the National Health Service Act, 1946, its enactments have 
failed to facilitate the entry of doctors into practice and requests 
that this deplorable situation be further examined and reported 
on by the Council. 

That this Representative Body considers that the impending 
dismissal of senior registrars is unjust, and that, in view of the 
grave difficulties most of these registrars will have in finding 
alternative employment, this meeting considers it is the responsi- 
bility of the Ministry of Health to provide suitable alternative 
employment for these doctors in view of their age and experience. 

That this meeting deplores the fact that the Minister of Health 
refuses to negotiate with the medical profession on the question 
of a separate arbitration machinery. This Representative Body 
refuses to accept the Minister's view that the profession shall 
only negotiate through the General Council of the Health Ser- 
vices Whitley Councils. It re-endorses the decision taken at the 
Special Representative Meeting, December, 1951. (Carried 
unanimously.) 


A.R.M., 1953 


The Representative Body again deplored “the lack of a 
Whitley Court of Arbitration to which there should be a 
right of appeal by unilateral reference and where the ruling 
should be binding on both parties,” and instructed Council 
to take immediate and urgent action. 

The Council was instructed to make further representa- 
tions to the Minister on drugs for private patients. 

Two other resolutions were as follows: 


That the Amending Acts Committee having recommended the 
restoration of the right to sell goodwill, this Representative Meet- 
ing instructs the Council of the Association to produce a scheme 
for the return of goodwill and to report to the Representative 
Body in 1954. (Carried by 144-137.) 

That it should be the policy of the British Medical Associa- 
tion to strive for the early establishment of genera!-practitioner 
hospitals. 


A.R.M., 1954 


The following were among the resolutions adopted by the 
Representative Body: ; 


That there should be the unilateral right to arbitration. 

That this meeting deplores the inadequacy of the recent agree- 
ment reached on the remuneration of hospital medical staffs, and 
urges that steps be taken to reopen this matter immediately, with 
a view to obtaining the implementation of the Spens report as 
applied to consultants and specialists and obtaining adequate 
betterment. In the event of disagreement, the matter should be 
referred to arbitration. 

That the disparity between remuneration in the public health 
service, and that of the medical profession as a whole, is a threat 
to the rest of the profession, and contrary to public intessst. 

That this meeting considers that the restoration of the right to 
buy and sell the goodwill of medical practices in the National 
Health Service is impracticable. (Carried by 135-124.) 


That this A.R.M. reaffirms that opposition to any form of 
full-time salaried general medical service is the policy of the 
British Medical Association. 


(One dissentient.) 


A.R.M., 1955 


The Representative Body was of the opinion “ that there 
should be a maximum expansion of the consultant estab- 
lishment so as to provide a service adequate for the needs 
of the country in accordance with the expressed policy of 
the Central Consultants and Specialists and Joint Consultants 
Committees.” 


A.R.M., 1956 


The Representative Body laid down Association policy 
on various matters in the following terms: 


That this meeting urges that general practitioners should have 
access to hospital facilities, including beds, throughout the 
country. 

That the Association affirms its adherence to the principle 
that medical men and women, in whatever form of medical prac- 
tice or service they are engaged, should be remunerated as 
doctors, and that their remuneration should not be determined 
by relation to that of lay personnel employed in the same sphere. 

That, since the two Spens Reports have established agreed levels 
of remuneration for general practitioners and hospital medical 
staffs, and indirectly for most other sections of the profession. the 
Association reaffirms its policy to maintain these reports as the 
basis of professional remuneration. 

That the Government be urged to set up forthwith an indepen- 
dent committee of inquiry to consider what should be the range of 
remuneration of medical officers in the public health service, 
having regard to the remuneration of other sections of the pro- 
fession and the desirability of the public health service maintain- 

ing its power to attract a suitable type of recruit. 

That the Association develop a policy whereby the Council will 
come to assume fuller responsibility for all future claims sub- 
mitted by any section of the profession. 


S.R.M., 1957 


At a Special Representative Meeting held on June 13 to 
consider the current dispute with the Mir.ister on remunera- 
tion the Representative Body resolved: 


That the Association should continue to press for the imple- 
mentation of the Spens Reports, until such time as another 
arrangement is made. 


The Representative Body also resolved: 


That the Council be instructed to institute with some degree of 
urgency and through a committee representative of the interests 
concerned, both medical and lay, an inquiry into the whole field 
of medical services in the light of the experience gained of the 
National Health Service since 1948, with the aim of eradicating 
those faults of the system which cause dissatisfaction to the public 
and frustration to the profession; and to consider alternative 
schemes. 


A.R.M., 1957 


The following resolutions were passed by the Represen- 
tative Body: 

That this meeting stresses the need for the provision of ancillary 
diagnostic services for the general practitioner, so as to reduce 
pressure on hospitals, and as a means of reducing hospital costs. 

That this Representative Meeting is concerned with the pros- 
pects and future of registrars and the supply and distribution of 
consultants. It asks Council to !ook at the problem afresh in 
consultation with doctors of the grades concerned and to report 
back to the Representative Body. 

That this meeting notes with approval the expressed opinion 
of the Central Consultants and Specialists Committee (Supple- 
ment, April 13, 1957, p. 207) that senior hospital medica! officers 
be paid a salary of 80% of that for consultants throughout the 
scale, and requires the Council to take all possible steps to bring 
this into effect. 

That this meeting calls on the Government to put an end at 
an early date to the breach of faith whereby drugs are withheld 
from private patients. 

That the position of the public health medical officers shall be 
reviewed after the report of the Royal Commission is received, 
and appropriate steps taken with a view to ensuring their proper 
status and remuneration vis-a-vis their colleagues in other 
branches of the medical profession. 
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